1 p MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 187 CERTIFICATE OF DEATH ; 11154 : 


Reg. Dist. No. 


ce ny 

ard 1, pee OF DEATH 2 an RESIDENCE (Where deceased lived. If inslitution: Residence before odmission) 

g OUNTY b. COUNTY 

Sf MARYLAND = ae - 

a b. CITY OR TOWN (If autside corporate limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF outside corporate limits, wrile RURAL ond give nearest town) 
3 RURAL and a nearest town) 
Ee r ma 
Bs more ‘ 

» da NAME OF HOSPITAL {If not in hospitol, give street address) d. STREET ADDRESS. e. 5 Reais 
= f Springfield State Hospital 1655 E, Cold Spring Lane ves (No Ei 
6 3. NAME OF First Middle lost 4, DATE Month Dey Yeor 
- OECEASEO OF 
3 (Type or print) Wayne bert Batton DEATH October 6 19 58 
° 5. SEX 6 COLOR OR RACE |7. MARRIED [SENEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
~ lost birthday) [Months] Doys | Hours | Min. 

2 “ wiboweD [] oivorceD [1] ne 0 920 8 yrs. 


100, USUAL OCCUPATION Gi kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
Work - fest Virginia U.S.A 
iE 


\ [iar FAQHER'S Nami 14, MOTHER'S MAIDEN 
I sae Bb - 
) a 


. Batton 2argar 
15) WAS GECEASED EY RIN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO é wile ‘Address 


Tet, no. or unknown) {If yes, give wor or dates of service) 
; Springfield Hospital Records 


no = 212-7177 
18, CAUSE OF DEATH [Enter only one couse per line far (0), (b). ond (c).} 


PART |, DEATH WAS CAUSED BY: t 
IMMEDIATE CAUSE (o} 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


Conditions, if ony, which (bp 


soe 7 fa immediote 
cause (o), stofing the under, ( CUETO 
Sitagieeuretent 


: After this certificate has been signed by the attending physician and campletely filled in by 


! 


ADORESS (Street, city or town, state) DATE SIGNED. 


£ 
& 
fice 
285 a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1{o)]19. WAS AUTOPSY 
> bd - 
6 2 S| ABS sasocis = ih #4 oholism plus BS associated oho 3m ex URE 
Dee & | 200: ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or For Wel item 18) 
& Eat F CONTRIBUTING EX CAUSE OF DEATH 
eos © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
HES = er SP ee 
658 © |20c. TIME OF INJURY “Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, |20F. (City or town) (County) (Stote) 
tho ¢ a Hour oo. m. While Kromet foctory, street, office bldg., etc.) ! 
a x g mi. jot work [7] ot work [] ' 
a 21. | certify that | attended the deceosed fromSeptember 27, 19.58., t._October_16., 19.58 that | last saw the deceased 
3 
rf 3 alive on October 16. A 19:. Be) and thot death accurred at_11:50m, fram the causes and an the date stated abave. 
3 
oO 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


ACTUAL 

. SIGNAT Sp: 

fa / 

843 / Tuvsician's 

rs A ee A AOE EN een 
Bgo Fis. BURIAL CREMATION, | Zab. DATE THEREOF opee =e NAME OF CEMETERY OR CREMATORY ad. LOCATION (City. town, or county) {Stote) 

2 Oe (Specify) O M VA . . 

ae 1077 lemontak (em. West Vinginig 

2 RAL DIRECTOR" peor aa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

YS AS (4) oats / QUT 2 2,58 Coittun £, Hash 


=A 
= 


‘unera! director, 
id be filed with 


‘ 


Then please remove carbon popers, Pages 1 and 2 


ned by the attending physician ond campletely filled in by 


permit. 


1 oF attending physicion. 


‘OR: After this certificate hos been 


may be retained by the hasp 


page 3 shoul 


use as the burial-transil 


MEDICAL CERTIFICATION 


detached for 
the registrar prior to burial, cremotian, or removal, and in ony event within 72 hours ofter deal 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


en 
= TO FUNERAL DI 


rt 
= 


een etre ‘ ——— 
~ PLACE OF D q deceored lived. If institution/ Resjslthce before odpisiion| 
0. COUNTY{ a 4, pot b. COUNTY fal 
KY AL md aa, Vi dh (La J 
AI OR TOWAYL Veo de_cpfporote limiftawrite | ¢. LENGTH OF STAY IN Ib c. CITY-OR peSide corp a ri RURAL and give nearest to’ 
arf ‘ond give og . : iy; a4 7 
AL: (al Lt LULOL ES 


apes proche . Bey ZR “ * 
4 Ld a Vy 1G its 
13. FATHER'S NAME y 14. MOTHERS Algg AME 
Y, LizA 
15. way US. es raises ogy FOCIAL Corey . 
pe GE STON flail Ade 


Leiria ae Ld Bae My, Me VE, 4 
123. Fuh OD ess ~ 24a. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
Bey PAH LZ wigts g parOCT 2 8 '58 Citing 2 Aaa. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 1 5 5 


A (1168 CERTIFICATE OF DEATH « 


jst. No. 


A AMAME OF HOSPITAL (If not in haspital, give Street address) 


SS @. IS RESIDENCE 
OR INSTITUTION 


ON A FARM? 
Yes [] NO Qe 
Doy Yeor 
19.5 st 
F cal TYEAR] I UNDER 24 HRS. 
Doys Hours Min, 


9. AGE (tn years 
b nya 


d b 
WPACE {State ovtofesgn coor) ae HAT COUNTRY? 
IL ae 


| ]18. CAUSE OF DEATH [Enter only one cove per line for (0), tok ond (of INTRRVAL BETWEEN, 


ONSET yb DEATH 


/t Rt a a 


PART |, DEATH WAS CAUSED 8Y: { 
22) IMMEDIATE CAUSE {o)_ et Ah preg, A “4 -_ OL Cop 
31 BK 
he DUE TO : 

: | ee om : 
Conditions, if ony, which (b) 44 Arise 4e4 4st oD Agnew 
gove rise to immediate + 
couse {o), stating the under, | OVE TO 
lying cute lost. ©. 

Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa} | 19. Teacaneece 

ves] No 


200. ACCIDENT WAS UNDERLYING OJ ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il af item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


EY 
20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Staley 
Hour a.m. While. No! while factory, street, office bldg., etc.) ! 
p.m. 1 fot wark [J at work Oo H 


ah | certify thot Golranded the deceased, from 2_U! 18 AEE, to__f 1A. 19:S.2.,that | lost saw the deceosed 


.. and thot death accurred at._ Seri, from the causes ond an the dote stated abave. 


eg ‘7 ‘ ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL Ne (| f ( l . r / > 
SIGNATURI ioe owe idle vig 4 f 


| formes Ww HE maT rsp 


(| CAA 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
11169 CERTIFICATE OF DEATH a 11156 


1. ECOG 2: erty eisisttn (Where deceased lived. If institution: Residence befare admission) 
o o. b. COUNTY 
Carroll ested Maryland Carroll 


b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give nearest tawn) anty 
Union Millis 9 weeks ae, Westminster 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
on elescent Home f 173 W. Main Street yes) No OK 


3 beri, First Middle lost 4. pops Manth Day Year 
(Type or print) Effie Elizabeth _ Belt oeatH §=October 15, is 58 


5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED o 8. DATE OF BIRTH 9. AGE (In years {IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female white wivowen GE vivorceo] | November 20, 1869 font guasor) Months] Doys Hours | Min, 


yn. 
10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR cata BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Bousework. Own home Maryland U.S.A. 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Charles M. Hess Elizabeth Bushey 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, ef unknown] UF yes, gree war or dates of sareice! 


no none Mrs. M. Ross Fair, Taneytown, Maryland 


1B, CAUSE OF DEATH [Enter anly ane cause per lin }. (bd). 5 INTERVAL BETWEEN: 
ON! 1D DYATH 


Pages 1 and 2 s! 


er death. 


- 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} Af —— 


Then please remave carbon papers. 


3 * n _ 
bad dA a DUE TO 
Canditians, if any, which (b) 
gove rise ta immediate 


couse (a), stoting the under ¢ DUE TO 2 
lying cause lost. to 
Past tl. OTHER SIGNIFICANT CONDAIONS CONTRIBUTING TO DEATH BUT NOT RE TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]1 AOR = 
ves] No (ho 


200. ACCIDENT WAS UNDERLYING [1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t ar Part 1 of item 1B.) 
OR CONTRIBUTING DJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while factary, sreel, office bldg.. etc.) | * 
p.m. w lat work [} ot work [J ; Ay {> 


Y/ 
21. | certify fis attended the hee : 19.) ., to fiery , 1942S thot | last saw the deceased 
otive on. fe) 1S, ee 19. .. and that deoth occurred at__)_/7_/.M, from the couses ond on the date stated above. 


martes Sl o THR SORE 


Te. Routes ‘7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, ar county) {(Stote) 
“at 
Buriat” [oct. 18 , 1958| Lutheran Cemetery Taneytown, Maryland 


=: = 7 ; ; ; 
23: FURS A DIECTOR BIGNATORE re cag ADDRESS ‘2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Tete C.0.Fuss’ & Son, Taneytown, Maryland pate OCT 2 0'58 Ceishut o8, Pian 


igned by the attending physician and campletely filled in by tf 


he burial-transit permit. 


ar attending physician. 


R: After this cert 
MEDICAL CERTIFICATION 


ached far use as 


e hospi 


poge 3 should b 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 ha: 


may be retained 
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TO FUNERAL DIR, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
' CERTIFICATE OF DEATH ee eh 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a, COUNTY ree ey ©. STATE b. COUNTY. 


rro Maryland Baltimore 


b. CITY OR TOWN (If outside corporote limils, wrile c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} = 
9 p 2 
Sykesville =: more 20 e352, 


fe) 3 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS I" IS RESIDENCE 


O22 


si 


OR INSTITUTION ON A FARM? 
pringfield State Hospita 3_N. Beechwood Avenue ees Roms 


|. NAME OF First Month 
DECEASED 


Doy Year 
OF 
(peor prin) Sarah Elizabeth _ Blacklock October 2h, 19 58 
p 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED] | & OATE OF BIRTH 9. AGE tn yoo IF UNDER 1 YEAR|IF UNDER 24 HRS. 
st bithdoy) [Months| Doys Min 
(ype Bemale.L White _lwoomor ovorO1 | June 18, 2872 Bees holga lee 
: Joo. 


USUAL OCCUPATION (Give kind of wark done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
onary - Maryland U.S.A. 


iy 
13. FATHER'S NAME i MOTHER'S MAIDEN NAME 


Allan R. Blacklock Jane Chambers 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Pace vite | | Naedoeee ws Broke 
no ce ~32—6456 | Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b}, and {c).] UNTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0] 


Ya DUE TO 


Pages | and 2 


\ 


ate be executed within 24 haurs after death? 


Then please remave carbon papers. 


Conditions, if ony, which w 
gove rise 10 immediate 

couse (o}, stating the under. ( CUETO 
lying couse last. ©) 


Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) | 19. ie Re 
C.B.S* associated with cerebral arteriosclerosis, wit! ves []_ Nox) 


20a. ACCIDENT WAS_UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part Il of item 1B.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeer [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (State) 

Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

p.m. 19 Jot work [] ot work [J i 
me 58... and that death accurred ote 
ay / 
ACTUAL cd eee eh pn. 
MLE ORE SUS)» Se te 
PHYSICIAN'S 
NAME (Type)__EGmund Lusthaus, M.D. 
Zo. BURIAL, ERATOR 2b, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (State) 
BeRWaaPP™ | 1-27-58 Greenmount Yemetery Baltimore, Maryland 


23. FUNERAL DIRECTOR'S SIGNATUP ADpBESS. . "D BY ISTRAR 2éb. REGISTRAR’S SIGNATURE 
nos 4 as Glad lore. da. REC'D BY REGIST 
@ 
= gy 


YS A15 (4) 6 i, oatOCT 31 '58 Onalun Ka Kioiad. 


15M 10/57 Aaktel run) Ys 4, Dans 
ea 


in any event within 72 hours ofter death. 


permit. 


, ant 
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MEDICAL CERTIFICATION, 


tached for use as the buri 


the registrar priar ta burial, cremation, or removal 


may be retained by the hospit 


page 3 should 


3 
8 
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TO FUNERAL DIR’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 1 5 
11171 CERTIFICATE OF DEATH ans 8 


a 


aan. <3 
& 3 5 ud May carn wr bgt echo? (Where deceased lived. If institution: Residence before admission) 
& a o. b. COUNTY 
ees Carrell MARYLAND Maryland Cit; 
€ ° ry b. CITY OR TOWN {If outside carporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 s Syk ‘ond give iis town) 2 9 a B Stim 18 Ma >. 0 V 
> $2 ykesville Ly m a ore e 5 l= & 
< | d, NAME OF HOSPITAL (If no! in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
oS = sh OR INSTITUTION ON _A FARM? 
oo aS ‘~ | Springfield State Hospital 2714 Guilford Avenue yes 1] NOK) 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
a 25 (Type oF print) Archie Nataniel Bowen DEATH 10 3 168 
£ >e 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED Oo 8. DATE OF BIRTH 9 pee feet none 1 YEAR: IF UNDER 24 HRS. 
= = al tH D. Hi Min. 
a Malle White —|wioowentK _owvorceot] | _2n18298 ae ans ae es 
af pe 
= & a. Wo. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 See during most of working life, even if retired) 
£ oe8 Seaman Maryland U.S.A 
2 o 3 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o cse 
6 ° 
ie hae Arthur Bowen Unknown 
# & 8 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
es 9 (Wer, 90 = | (Ht yes, give wor or dates of service) 8.8. H ital Reser aa 
rv o~ eve 
2 unkn bo 
ze: 
ss 28 & 1B. CAUSE OF DEATH [Enter only ane couse per line for (0). (b), ond (c). INTERVAL BETWEEN 
& sgt ONSET AND DEATH 
pean rant | OFATH Was causeDey, Arteriosclerotic cardiovascular disease years 
£ oe 
> =F? f . DUE TO 
£ one > Conditions. if ony, which (b) 
s z 5 gove rise to immediote 
5 Efe cause (a), stoting the under: ( DUE TO 
ges 32 P lying couse lost, ey 
7 ,. a P, I, OTHER SIGNIFI (T CONDITIONS.CONTRIBUTIN' ATH BUT NOT SELAT: THE TERMI SE ASI LT 1) ART 1(0)/ 19. WAS AUTOPSY 
BEkes . |8 CoBeBe ab s6C ewe car guar y ate pur bat ce A cekabyet whee tobetS eS PEREgRMED? 
gases $|_with psych.reaction,Pulm,.luberculosis mod,advanced, ve ves (NOD 
aD Bee = 200. ACCIDENT WAS | UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
= = oe U" iE OF DEATH 
a 3 £25 3S [UF EITHER, NOTIFY MEDICAL EXAMINER) ZX 
2 3 bs & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fore 1 20F. (City or town) (County) {Stote) 
F595 ra Hour 9. m. Whit frites, i factory, streel, office bldg., etc.) | 
ESSE 2 ie Sees Air ' 
os 
2os-° 21. 1 certify that | attended the deceased fram.__________1 Tm 2hie , 1998._, 10. Werden : 198 __ that | last sow the deceased 
52282 : 1 8 
Zee 33 alive an__.10" 32 19258, and that death occurred alls05 Py, from the causes and an the date stated abave. 
E = O%> oe Ce ADDRESS (Street, city or town, stote) DATE SIGNED 
<i ACTUAL ‘dh 
=  ] A SONATURE. Ld tum. Lnrkhov,_, o. Springfield State Hospital 0ab=58. 
£ 
zier || fomewe 
=e ote ype] dry 3 hav fT 3 kesy3 Ce ee eee, 
etses mW isthaus MD, u Hy G5.) mK 
SSeS Flo. BURIAL CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, of county) (Stote) 
O,5 8° EMOVAL (Specify) 
veges juried 10/7/58 Cedar Hill Baltimore, Md. 
2 2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Pda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
eAp JOHN F. DENNY, INC. 715 Li ght St. __| Date OCT 8 ‘58 Onihun Yuh 
ba O _ I 


1 : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
er 11172 CERTIFICATE OF DEATH 11159 


Reg. Dist. Ne. " 


tor, 
= 


3 : : bere eal i be Sia (Where deceased lived. If institution: Residence befare admission} ~ 
$ 8. 3. b. 
32 ~ Carroll MARYLAND Maryland couthne Arundel County 
6 r b. TN ale at (if euliiae eos limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest town} } 
5 cand give nearest town / 
52 Henryton 91 days Harwood Route 2, P.O. -%.4 * “ 
> ‘d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS fe. 1§ RESIDENCE 
. o3 OR INSTITUTION, ‘i ON _A FARM? 
2 Henryton State Hospital ves] NOT] 
°° a: ee First Middle host 4, DATE Month Day Yeor 
3 (Type or print) William Alexander Butler October a 19 58 
= 5. SEX 6. COLOR OR RACE | 7. MARRIED FS] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In yeors IE UNDER 24 HRS. 
oo A lost birthday) Min. 
3 Male Negro |wiowet] _—_vvorceo | LO=18-0 es 
ge 100. USUAL OCCUPATION (Give kind of wark done] t0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stale or foreign country) 12, CHIZEN OF WHAT COUNTRY? 
Se during most af warking life, even if retired) 
es Laborer Maryland U.Buhe 
3 o 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 
e I Harry Butler Maggie Savoy 
g 
2 38 WAS a ae Se Lyin Poneese 16. SOCIAL SECURITY NO. | 17. INFORMANT at 
fe fh, 90 0F unknown] . give wor or dates of service oute #2,P —_ Arundel 
: 213-004-057h| William A. Butler Betts a? harsien 
Hy 18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b), ond (o.] a 
a : . : 
5 ART | PEAT NEDIATE Cause (o)__Cardiovascular insufficiency 
Se 4 DUE TO 
Canditians, if any, which o Far advanced bilateral cavitary pulmonary The. 


gove rite ta immediate 


cause (a}, stating the under- 
fying co Jost. {c} 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}[19. WAS AUTOPSY 
yes] NOC] 


DUE TO 


-transit permit. 


OR: After this certificote has been signed by the attending physician and completely filled in by 


MAMAN Dr. Edgars M. Maculans, Supt. 


|. | 22b. DATE THEREOF Ts. NAME OF CEMETERY OR SREMATORY 22d. LOCATION (City, town. ar county) (Stote! 
O~F- SE | J el Z fa 
g 5 {2X LES 4+ Vb bf 


QR'S SIGNATURE 2do. REC'D BY REGISTRAR “2b, REGISTRAR'S SIGNATURE 
ated 


varetO=t=58—pc4 _7'58 thus £ fleas 


the registrar priar to burial, cremation, ar remaval, ond in any event within 72 how, 


§ 
i 3 
50 15 
2o3 = 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Part Il af item ¥8.) 
es & }OR CONTRIBUTING E] CAUSE OF DEATH 
528 U [CF EITHER, NOTIFY MEDICAL EXAMINER} 
3S8 & |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, 120F. (Cily or town) (County) {Stote) 
6.28 ray Hour a. m. While Not while foctory, street, office bldg., etc.) | 
sk? g p.m. wv lot work (] at work [J ' 
tate 
a 21, | certify that | attended the deceased from..JULy 2. __ lkes: Ly to... October 1 19.2% that | last saw the deceased 
ese] 
2 . 
te 3 olive onOctob bees 2 .. 12___88_, ond that deoth occurred ot 8 gabe P 2M, from the causes and on the dote stated obove. 
a 3 ‘ & wy ADDRESS (Street, city ar town, state) DATE SIGNED 
3 ACTUAL aa: hens bana mp, _._Henryton, Maryland 56 
4 Dh ee eS s 
& i 
= 
2 
3 
= 
13 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Poge 4 
page 3 shoul: 


TO FUNERAL D 


© 


> 


File pages 1 and 2 with the State Be: 


o 
3 
3 
He 
3 
2 
Ss 
e 
J 
8 
o 
uel 
2 
o 
a 
rf 
a 
o 
2 
° 
z 
oO 
3 
€ 
s 


along with form PM3. Poge 5 may be retained fc, 


miner's 


fe, writing the word “pending” in pencil 


TOR: Poge 3 should be used os a buriol-transit permit. 
or its designated agent. prior to burial, cremation, or removol, and in ony event within 72hours ofter death. 


ded to the Chief Medical Exo 


0 


a: 


execute the c 
4 should be fi 


& YO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs offer death. 
TO FUNERAL 


AISME 
BM 2/57 


wet) 
Set 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1160 
ztysAt EXAMINER'S CERTIFICATE OF DEATH 


Reg. Dist. No. . 
1, pons ities 2. USUAL RESIDENCE (Where deceased lived. If inslitulion: Residence before ‘edminion) 
it} 
¢ Carroll marnano || ° SAT Maryland » COUNTY Montgomery 
b. << OR TOWN ee corporote limits, wiite RURAL ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (II outside corporote limits, write RURAL ond give nearest town) 
sl gtrescel on : 
Sykesville yrs.2mos.Ujdays Bethesda 75 KAD a 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS e. Par gees 
i 
Springfield State Hospital — 5609 Roosevelt St. ]ves ENO) 
3, NAME OF First Middle Lowt 4 DATE Meike Yeor 
(Type or print) Jane Baird Patterson CARNESECCH] beam October 16, 1958 


5. SEX 4 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED (D)| & OATE oF BteTH . 


9. AGE we yeow [IEUNDER YEAR| IF UNDER 24 HRS. 
Female wipoweo } —oivorceof] | February 1, 1881 Wel Ha se ate 


10a, USUAL OCCUPATION. Ae kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working lite, even il refired) 


Housewife = Scotland US.Ae 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME ” 
Samuel Patterson Agnes Muir 
a WAS eae Bae IN U.S. laos polices 16. SOCIAL SECURITY NO. | 17. INFORMANT Address *¥ 
ck einer fi Fokl Raia a oles or saci 
No - - Springfield Hospital Records 


INTERVAL BETWEEN 
ONSIT AND DEATH 


Minutes 


18. CAUSE OF DEATH [Enier only one couse per line for (0), (b}, ond (c).] 


AN LOFT MEDIATE CAUSE @) Acute myocardial infarction 


To 


“4KAO. DUE TO 
Conditions, if ony. ol Coronary arteriosclerosis 


Years: 


gove rise to immediote couse 
(9), stoling the underlying( POUE TO 
cause fost. (e 


"ART Ul, sgpoc ew Vee Bien ss Sonpeeuy TO DEATH ay ae ia ES IAL DISE peopel N GIVEN IN PART 1[o}]19. WAS AUTOPSY z 
lc Be B assoc ei: Cistewith cere érosis win 1 eR ORMED? 
3 C! or. S bs ims vee] ae jens 
& 200. es JAL CAUSE WAS. ae DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
& | PRIMARY Cor CONTRIBUTING CI 
& | CAUSE OP DEATH. 
Ps = wns 
© [20 TIME OF INJURY Manth, Day, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1208. (City ar town) {County) (State) 
B Hour om, While. Not while factory, streel, office bldg., etc.) | 
g p.m. wv ot werk [} ot work [) i 


21. V certify tho! | took chorge of the remoins described obove, held on Autopsy &. Inspection K], Inquiry FE]. ond in my 
opinion déath fresulted from:  Naturol couses &. Accident 0. Suicide Oo. Homicide C1. Undetermined manner [] 


< yp q 
ACA Leakey 2 : 7 owe nai Aso MEDICAL EXAMINER [1] ea 
= = t ? ASSISTANT MEDICAL EXAMINER [7] 
He! gel James Marsh, M.De DEPUTY MEDICAL EXAMINERS) 10/17/58 4 


No. CH Tb. “DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
ci : : 
remation | 10/20/58 Cedar Hill Supix Suitland, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 2do. REC'D BY aye ‘ab. REGISTRAR ih sooo 
Robert A. Pumphrey-Bethesda, Md, OCT 2 0°58 Covi db. Tesein 


DATE 


t 


If any delay is necessary, please 


n item 18. Give Pages 1, 2, and 3 to the funeral direct 
ent within 72 hours after death. 


File pages 1 ond 2 with the State Bot 


* in pene 


. pending’ 
led to the Chief Medical Examiner's Office alang with form PM3. Page 5 moy be retained fo 


g the ward © 
TOR: Page 3 shoutd be wsed as o burial-transit permit. 


or its designated agent. prior ta burial, cremation, ar removal, and in any 


@ 


execute the cer, 
4 shauld be fq 


£ 
8 
3. 
rs 
a] 
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a 
= 
3 
3 
g 
8 
$ 
£ 
= 
8 
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2 
& 
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i 
é 
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= 
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= 
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a 
& 
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ce) 
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TO FUNERAL DI 


< 
a 


. AISME 
3M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1116 L MEDICAL EX EXAMINER'S CERTIFICATE OF DEATH 


its eet Cle a 2. USUAL RESIDENCE (Where deceosed lived. Hf inslitotion: Residence Sehr wannban) 


CARR LL Coy _marrtano || Scegupelane Sor oa penn Z 


b. Gly OR TOWN ery sorporate RURAL c. LENGTH OF STAY tN Ib ~_£. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest lown) 
ond give nearest Lowa] “ 


Wests TER LSSRS \F "Lest la STER. : 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) E d. STREET ADDRESS: I GN oe 
? “70 Wavllow AVE. ves] NOB 


3. NAME OF 3 i ite Middle tot 4. DATE Month Doy Year 


tree errin = AAARRE MonTRoSE CHEW | om fO 21/9 SH 


4. COLOR OR RACE 7. MARRIED [EJ-NEVER MARRIEO [_J| 8. DATE OF BIRSH 9. AGE (in IF UNDER 1YEAR| IF 


4 17 O/ ‘pas ’ al bey cals 


be wipoweo [J oivorcto C} et & ya. 
100, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTEY | IT. BIRTHPLACE (State or foreign country) a OF WHAT COUNTRY? 


during mos! of working life, even if retired) #3 
USA, 


WESTERN MARYLAND K#/LROAD EMPLoreEw| FINK S Boas /1D. 
CHARLES CHE be" FAMW YB CHE PEE 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAt SECURITY NO. |17. INFORMANT Addran. 


. a4 uehnomn) {it yer, give war or dates of service) 


Wu Sez 11/4 Sores RUb~? “2978| bee — IRS. MAR L CALIDA 


18. CAUSE OF DEATH [Enter anly ane couse peydine for (0), (b), ond ft). ] pees aerwety 
PART I. DEATH WAS CAUSED BY: 
“ IMMEDIATE CAUSE (0) 
516 X DUE To 


Conditions, it ony, which 
gove rise 10 immediate couse c 
fo), stoting the underlying( OUE TO 
cours lot. a 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN Pi PART were 19, WAS A AUTORSY 
MED? 
YES ee aKa 


AL CAUS 20b ASCRIBE HOYPINIGRY OCCURRED. (Enigr ngfisse pf injury in Port tor Pyrt Ii es | 
Biles PQ LE LE POD: Pl oi i 
SEAT 


0c. TIME OF INJURY Month, Doy, Yeor [20d INJURY OCCURRED [20e. PLACE OF INIYRY (Home, form, 208. {city or tow (County) ~ {State}, 
, While No! while | 2, factory pireerfoltice, bldg. ete.) | 
3 ? ot work [7] ot work z A ‘ ¢ Bad At 


21. I certify that t took chorge of the remoins described above, held on Autopsy {_], Inspection BQ], Inquiry (1. and in my 
opinion death resulted from: Natura/gauses [_], Accident EL Suicide [J], Homicide [[], Undetermined monner ((] 


MEDICAL CERTIFICATION 


aa DATE SIGNED 
signature _ CHIEF MEDICAL EXAMINER [7] 


Sag . ¢ “4 " 5 ASSISTANT MEDICAL EXAMINER (_] re Y. Ee i= SS 


NAME (Type) 


“Jiac. NAME OF CEMETERY OR C i ai 22d. LOCATION (City. aan eel ; 3 “[stetay 
BETHEL g (LES MEEI LAME, 


23. FUNERAL DIRECTOR'S SIGNATURE — OES Framed S__ |? RECO By REGISTRAR 24b. REGISTRAR'S SIGNATURE 


3 Oh a piers Sa PA NOT 2 458 | ety pe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 
11162 CERTIFICATE OF DEATH 1162 


Reg. Dist. No. 


od 


= ve ‘| 
B gs 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If inutution: Residence before edmision} F 
o ¢ o ° b. COUNTY 
32 SUR ILL Co, mm | ° yao, aay) CAR fp 
€ Be b. GiTy OR TOWN "S outiide corporcie mits, write |e, LENGTH OF STAY IN Ib || «. att ‘OR TOWN (if outside corporote limits, write RURAL ond give neorest town) 
oS ‘ond give nearest town] 
ee ALES? 2 £2) 
* LZ LALLY S ZELs 2 CULES FLAP LLA ad 
2 & 0! NAME OF HOSPITAL (IF not in hospital give street oddress) at ‘d. STREET ADDRESS 1S RESIDENCE 
> = 
7A 2D jf Le vetiée LM a 2 -ES . 

pn: : OY LOI « 22, ves] NOE} 
> DW, = 
£ eS s* 3. NAME OF First Middle Lost 4. DATE Month bar Yeor 
haa Recerein = SESSE* AKIRNCTS CARES Beata C27, 7h wee 
€ 

oD 

iJ 

2 


‘ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY / 11. BIRTHPLACE (Stote or ‘oar Lae 12. CITIZEN OF WHAT COUNTRY? 


LYLEST AL 12 MU Lt-SL. 


13. FATHER'S NAM 2 14, MOTHER'S MAIDEN NAME 


1 EO LE ~f). ARE MARGHLEZ JS Foyle 
intl an al SOCIAL SECURITY NO. |17. INFORMANT ; ‘Addre; 2oy Pappa gee) 
— = oe V5 LULA 2: CHREST, WE cried 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c}, EN 
PART I. DEATH WAS CAUSED 8Y: C Se pe 
IMMEDIATE CAUSE (0) 


5. SEX 6. COLOR OR RACE ]7. MARRIED [T] NEVER MARRIED [] | 8 DATE OF BIRTH GE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
e "iy ies Doys iin. 
MIALE LY wipowen f~ —bivorcep [] Cb, 1S™ LETS yes. 
98u , 


jeath. 


INTERVAL BET’ 
ONSET AND DI 


Then please remave carbon papers. 


DUE TO 
Conditions, if any, which (b) 
gove rise to immediote 
co¥se {0}, stoting the under. ( PUE TO 
lying couse lost. {e) 
og See 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} | 19. per ag 
RME 
ves— No 
200. ACCIDENT WAS UNDERLYING C)_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Post t or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, 120m. {City oF town) (County) (Stote) 
Hour 0. m. White Not white foctory, street, office bldg., etc.) | 
p.m, 19 fot work [7] ot work [J |” : 
2 P 


MEDICAL CERTIFICATION: 


R: After this certificate has been signed by the attending physician and campletely 


fetached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haufs al 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wil 
may be retained by the haspital ar attending physician. 


21. | certify WD ) attended ea resed NOW eonee os ong! il to. we Z -. that | last saw the deceased 
alive on____ci_S en eee ee eee ONO not death occurred at Se AS7™M, from the causes and on the date stated above. 
ADDRESS yh city oF toyn, stote! DATE SIGNED 
ry PEs Dac Bef 10 tr 
a2 : PF i a 
gue | | forms 2/80 of latter AD. leds. sci we a ae 
4 i. ‘Zc. NAME OF CEMETERY or! ‘CREMATORY Wd. LOCATION (City, town, or county} (Stote} 
& ex 
ne Bie Bee 22 E05 Greve SURAL, JFL TMLAU TEX 
- . FB 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Wali  <S ff \onre OCT 2 2.58 nithun £, Mins 


Page 4 


in 24 hours offer death. 


cate be executed wi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death ce 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11174 — CERTIFICATE OF DEATH 11163 


tial 


a 
= 
ae 


x Reg. Dist. No. 
a ee 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceaye lived. If insituion: Residence, before opmissicn) 
a a. COUNTY, BE Z. b. COUNTY pl a 
32 wt GAO PE 
Be B. CITY. OR TOWN (If autide corporate limit, write |e. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF ayttide,corporote limits, write RURAL =a give nearest town) 
& a \L and giveynearest jown) ' 
3 BAiirchy Cd a ' JO xe a 
d. NAME OF HOSPITAL {If not in hospital, give street 1 a ae ADDRES: @. 1S RESIDENCE 
= QB, OR gNSTITUTION ON A FARM? 
ey 10 a < East Main =O) NO 
ce = 
£5 3. NAME OF First Middl 4. DATE 
=a NAME O5 int iddle tos Month 3" ‘ear 
Ze (Type or print) bre week DEATH oche 9. ney Fas 
& 5. SEX 6. — on RACE [7. marRieD PR NEVER MARRIED [7] | & DATE OF BIRTH 9. AGE (In yeors zi RIF UNDER 24 HRS. 
ja Hi 
4 |woown —_vvorceo) | Ayu, Gy AP yn. —— a ps 
ee nae OCCUPATION (Give vied eA ek dane] 10b. KIND OF BUSINESS OR INDUSTRY} 11. ome LE or aon country) 12. CITIZEN OF WHAT COUNTRY? 
ae during most of working life, éveg’if retired) ‘eo 4 
es 4 arriape, [74 72. Ws airr13.” ZS A: 
3 3% 13. FATHER 'S NAME 14, MOTHER'S MAIDEN , 
= k 
2 (AY fA PLO fe Outan Cacors. 
5 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT ‘Agdress 
(Yes, no, or unknown) {It yes, give wor or dates of service) e Rs t WA 
LY¥2 —- NOME Vad A Ate Gel Alt V7 tye wd. 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART t. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


Le , DUE TO 


Then please re: 


Canditians, if any, which 
gove rise ta immediote 

cote (a), stoting the under. ( OVE TO 
lying couse lost. t 


Pant I, OTHER SIGNIFICANT CONDJTIONS CONTRIBUTING TO DEATH BUT NOT, RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|1 pie 
Grackure e f/f tA + vs nop 
Ho, ACCIDENT Wag puoentTnG D206. ro o INJBRY OCCURRED, (Enter noture of injury in Part | = Por Hof stem 18.) 
OR CONTRIBUTING SARCAUSE OF DEATH Bat . 5 
(IF EITHER, NOTIFVMEDICAL EXAMINER) Fe ¢ [3 6 l> 4 fo = te yf TY 
2c, TIME OF INJURY Month, Day. Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY res farm, = = or town) (County) (State) 
Hour joc Be While Not while. Yee has ate) t 
Lorne 2720 - vpn owl yursing [yore 'Sipacheda Carved Mal 


21. | certify thst J attended the deceased fra LOO L Cn. _ rlectibed P.___.. FT That | lost sow the deceased 
alive onf{Pxtire _Z,_______.. 2A", and thot;death accurred at £1SZPM, from the causes and an the date stated abave. 


2 Di ff DRESS (Street ycity or town, stote) DATE SIGNED 
{ SONAR pe LP? Le Sh ee tf. MO. Pp COAL ATT. Veen Be 76-9-SF- 


leh ETBLMD kph 
si lh ged SLID ApstEap 1d, 
DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 7 72d. LOCATION (City. town, or county) (Stote) Ma 
Dots 11,1958 | St. Joseph's Catholid Emmitsburg, Frederick Co,” 
‘ADDRESS Pha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Emmitsburg, Md. 458 Cnthun £, Poresd 


MEDICAL CERTIFICATION 


‘OR: After this certificcte has been signed by the atlending physician and completely 


etached far use as the burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 


may be retained by the haspital ar attending physician. 


page 3 shauid 


= 10 FUNERAL Di 


c 


be filed with 


pie 


funeral directar, 
\, 


Pages 1 and 2 


rbon papers. 


at death, 


Then please rem 


‘OR: After this certificate has been signed by the attending physician and campletely filled in by § 
lached far use as the burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 


may be retained by the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Page 4 
page 3 shauld 


TO FUNERAL Di 


VS ANS (4) 
1SM 9/S5- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11175 CERTIFICATE OF DEATH - 11i64 


Reg. Dist. No. 
le saa OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Carroll marveano || ° Maryland "°°" Balto. City 
b. CITY etal (If Clade limits, write | ¢. LENGTH OF STAY IN Ib c, CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) v 
Sykesvi 6mos.l0days Baltimore 13 ay vy, 
d. NA oF dal Alia (tf nat in hospitol, give street oddress) d, STREET ADDRESS: e bata) 
Springfield State Hospital 3438 Elmora Aves | YesC] NOX) 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor = 
{Type or print) Ida Grace Thompson Davey Sam October Ts 19 58 


S. SEX $. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [7] |8. DATE OF BIRTH 9. AGE eee RIF UNDER 24 HRS. 
ast birihdoy) | Months] Do Hi 
Female White |woowepk  oworceny | Sept. 25, 1871 Bh [ mentte|| ers (Bach ea 


Wo. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign ae V2. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
Housewife 7 Maryland USeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Thompson Wheeler Laura Josephine Mackheim 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yer no or ya {It yer. give wor oF dotes of service) 
pile ois ae a Springfield Hospital Records 
18. Cait OF DEATH [Enter ‘only one couse per tine for (0), (b), and (o.] INTERVAL BETWEEN 
PART {. DEATH WAS CAUSED BY: ONSEC AUD IDEATH 
, IMMEDIATE: CAUSE (o Arteriosclerotic heart disease Years 
42 DUE TO 
Conditions, if ony, which 
gove rise to immediote 
coute (o}, stating the under. ( OVETO 
lying couse last. © 


Yes [] NO 


i, OTHER SIGNIFH CONDITIONS CONTRIBUTING TO.DEATH BUT oe. RELATED A sy cu SE CONDITION, aks IN PART 1 19. WAS AUTOPSY 
C.BsS.assocewith cerebral arverlogclerossa with pay cnoeLe Lege el one |! Mascnne 


20a. ACCIDENT orieecn Oo 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 16.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
Hour o. m. While Not while 
p.m. 19 lot work [] of work 


‘20e. PLACE OF INJURY (Home, ( ieee (City oF town) (County) (Stale) 
factory, street, office bldg. etc. 


Zz 
Q 
< 
3 
i 
ia! 
bes 
tv) 
=z 
tn 
ry 
3 
= 


21. | certify that | attended the deceased fram_**4PCN fy | 1929 | ta VELOOOH ff _ , 19.2%_,that | last saw the deceased 


alive on_ October Ts. DPM, fram the causes and an the date stated abave. 


Dy. + ipl ew a ADDRESS (Street, city ar town, stote) DATE SIGNED 

stan CGfessssel Leal Orn _uo, Springfield State Hospital 10/8/58 _ 
Ricans Ecrand’ Lusthaus, MeDe Sykesville, Maryland 

a ed ee ee 

22a. BURIAL, (oy en tle ‘2b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, ar county) (Stote) 

BuRTat "| 10-10-58 Loudon Park Baltimore 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a, REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 

illiam Cook, Inc., 1217 St.Paul Street care OCT 10 '58 Cnthin 8, Arash 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs after death: Page 4 


eae 


‘uneral directar, 
id be filed with 


‘OR: After this certificate has been signed by the attending physician and completely filled in by tf 


may be retained by the hospital or attending physician. 


TO FUNERAL DI 


s 


the registrar prier to burial, crematian. or removal, ond in any event within 72 hours 


. 


e 


Pages } and 2 


deoth. 


letached for use as the burial-transit permit. Then please remove carbon papers. 


page 3 shoul 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11176 CERTIFICATE OF DEATH 11165 


Reg. Dist. No. 


iV esas oe 2. rene RESIDENCE (Where deceosed lived. If institutions Residence before admission) 
oe. COU ‘ a. b. COUNTY 
Carrell ener eae Mary land y 
b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib. c. CITY OR TOWN (If autside corporate limits, write RURAL ond give neares! town) 
RURAL ond give nearest town} y 
Sykesville Ly 6m64 


d. NAME OF HOSPITAL (If not in haspital, give street address) @, STREET ADDRESS . IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ngf ate Hospites g ves (No 
3 NAME oF ; Fiest Middle 4. DATE Manth Doy Year 
{Type ar print) ary Fos Dixe DEATH 0 19 68 
S. SEX 6. COLOR OR RACE 17. MARRIED [[] NEVER MARRIED [J] | 8 DATE OF eiRTH 9. AGE [In yeors [IF UNDER 1 YEAR|IF UNDER ET 4 
n i lost biethdoy) [Months] Days | Hours 
. W WIDOWED fe] owvorcto [] | 9097200 ne 
10e. USUAL OCCUPATION {Give kind af wark dane|10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


13. FATHER’S NAMI 14, MOTHER'S MAIDEN NAME 


Rebe seph Dixon Maria Me Nanee 
15. WAS DECEASEDEVER IN UL 3 ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, no. oF unknown) (Ht yet, give wer or doter of service) 
BAK $_S.Hespitel] Records e 
18. CAUSE Of DEATH [Enter anly one cause per line for (a). (b), ond {ch.] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED 8Y: ONSET AND DEATH 


bal? IMMEDIATE CAUSE (o|_Branchopneumenia days 


- DUE TO 


Canditions, if ony, Pies (by 
gove rite to anon 
couse (a), stating the ynder- 
lying cause fost. 


DUE TO 


z Peat li. LE CONDITH TRI DEATH BUT as Li D TO THE TERMINAL DISEASE GONDITION GIVEN IN PART 1. 19. WAS AUTOPSY 
910 BéS." Sr wuknowh' ] thepeeer tole eats with Psych reaction 1 PERFORMED? 
$|Pulmonary tuberculosis moderate ves (J NOM] 
= 200. ACCIDENT Mire sr ae in} 20b. DESCRIBE HOW INJURY faves ced nature af injury in Port ! or Part Il of item 18.) 

& FOR CONTRIBUTING [] CAUSE OF DEATH A * \ 

& UF EITHER, NOTIFY MEDICAL EXAMINER) Or iL 

2 8 

3S [2c TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or fawn) {Caunty) {State} 
3 Have 0. m. While Not while factory, street, affice bldg., etc.) ! 

= pm. 19 Jot work (J ot work [J ' 


BaD To. 2 19.290 Ato 


21. | certify that | attended the deceased from._ 2. 19.58 that | lost sow the deceased 
alive on_ and thot deoth occurred ot 13.52A_M, from the causes and on the dote stated above. 


"I ee ADDRESS (Sireet, city or tawn, state} DATE SIGNED 
ae a ore mo. _. Springfield State Hespitel 10-04 2=58 | 


PHYSICIAN'S: 
NAME (Type), aus M.D. os¥1 1Lle.,-.Maryvyland...............__. 5 So re ce o.. 
‘220. BURIAL, CREMATION, ‘Tic. N: ; Ee CM deal ETERY/OR CRE, TORY Ime. 10 ee . tawn, for con) {Stote} 
B oe Beet iB 
23. fi seen OIRECTO “J Wy ATURE! Cebladeol, da. rgAPY eT Ub. eee SIGNATURE 
: e bYe gp Sas 
| ke Aan prvi kitthe OA EAE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11166 
11177 CERTIFICATE OF DEATH nea oon ne Pee OO 


owe 
= | 

f 
_-* 


~ ce 
tar _/ }). PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
“cage! = eb b. COUNTY 
~ 32 Carrol manvisno Meryland Garratt 
= Be b. CITY OR TOWN (if outside corporole fimits, write |. LENGTH OF STAY IN Tb || _c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
8 62 RAL ond give nega town) 
3 § al - Sykesville 5mos.28 days od (¢X~2 
2 3 a d. NAME OF HOSPITAL (tf not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
o =o {5 OR INSTITUTION ‘ON A FARM? 
ao) oF Springfield State Hospital -- yes ( NOC} 
oie 5 3. NAME OF First Middle ton 4. DATE Month Dey Yeor 
& 25 {Type or print) Jacob Walter DOVE DEATH October 27 19 58 
= >e S. SEX $ COLOR OR RACE | 7. MARRIED KX] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In es fF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 2 ie 
x a¢ male white [wow _ovorceo] | 9=-6~81 
= & 8 Wo. ed SE CULAEON, Cie? kind fa Sorat 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 ing most of working life, even if relir A 
H 2 be S oal miner Coal mining Virginia United States 
Ae ee 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
a o58 4 Isiah Dove Kathryn Souders ; 
2 $6 TS, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17, INFORIMANT Adden Sykesville, Md. 
= Se E fyes, no oF unknown) LIF yer, give wor oF dota of service} ? 
op yet no a unknown Records of Springfield State Hospital 
£ 2 
3 8 18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), and (c).] INTERVAL BETWEEN 
H 
a PART DEATH WAS CAUSED BY, ry ONSEUARDAZEATE 
§ 4 IMMEDIATE CAUSE (o) a. 
= + A DUE TO 
Conditions, if ony. which w__Arteriosclerotic cardiovascular disease 
gove rise to immediote 
couse (a), stoting the under. ( OVE TO 
lying couse lost. a 


R: After this certificate has been signed by the attendin: 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


2db, REGISTRAR'S SIGNATURE 


Onithun £. Had 


os 
\ 
7° 
= 
3 
ES = 
oy he 
3 & 
fe 73 
319 6 5 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) |19. WAS AUTOPSY 
2 Rot o|&| chronic brain drome aSsociated with cerebral arteriosclerosis, with | _Perrormep? 
2°22 3 | psycho eaction yes) NO 
Ls es a = 200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il of item 18.) 
23o0 & JOR CONTRIBUTING [) CAUSE OF DEATH 
<Eo2 © [(F EITMER NOTIFY MEDICAL EXAMINER) ae. 
2 sts  [20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (Cily or town) {County} (Stole) 
ota: 6 Hour 0. m, While. Not while. factory, street, office bldg... etc.) 
eae = 5 cuuce 19 fot were] ot work [1] aoe : a 

2 os : 
2es5 21. | certify that | attended the deceased from_April 29 _, 19.58, to Oct. 27. . 19.58 that | last saw the deceased 
a o 
oc <s olive on__Octs 2 Len 19258... and that death accurred at_2350._PM, from the causes and on the date stated above. 
Ee £u0 / i ADORESS (Street, city or town, stote) DATE SIGNED 
<2 ACTUAL ames 
Pet Pa sa wo... Springfield State Hospital... 10-28-58. 

£02 
= PHYSICIAN’ 
X38 Hamtinyees,__Walter Knopp, M. D. Sykesville, Maryland 
2 ee ss SS a cc eer ae 
B38 4 oe To. BURIAL, Gees 2b. DATE THEREOF £ ‘Zc. NAME OF CEMEFERY OR CREMATORY . town, of county} (State) 

>. REMBVAL (Specify 4 r 4 ; 

are LZ MUTE Sha Viet (eel Cpu wnid-, L/~Ue, 
- - 


<i < es 
23, FUNERAL-DIRECTOR' SIGNATURE FS DRESS 7a. 2. RE 
VS ANS (4) z ae oe . AY LE J C. 
Yom 10/87 PPLGEEO xT - Z btsevle 1 EG, DATED 
Se 


MARYLAND STATE DEPARTMENT OF HEALTH—SALTIMORE, 18 1 1 67 
CERTIFICATE OF DEATH : 1 


Reg. Dist. No. 


ai 


sé 
= 5 1 ee ee 2 Bripctge: ict (Where dgeeosed lived. If institution: Residence before admission} 
a 

£3 Carroll MARYLAND 1 > COUNTY Ra Str, 
. 3 b. CITY OR aN (it Osha) es limits, write | ¢. LENGTH OF STAY IN Ib. ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neores? town) f 
S Ne ee : / 
52 Bykesvi1Te 2 mths 1; days Baltimore 1h, Md, 03x. 2. y 
® pe 7 d. NACE oa {If not in hospital, give street address} d. STREET ADDRESS: big peed 

s Le mptield State Hospital 2914 Joppa Road 

2 

5 3. NAME First Middle lost 4. DATE Manth y 

~ beceaseo OF 

3 (Type or prin!) Sarah Elizabeth Guerke OEATH 10 3 - 

& 5. SEX 6. COLOR OR RACE | 7. maRRiED [] NEVER MARRIED [1] | 8. DATE OF BIRTH %. Rerun aae iF UNDER 1 YEAR] RS. 

" Yi 
gi F W wioowen ky pivorceo (] T= 10-67 ‘gr cane gee Dare 
& 100. yauas te tegen (eae kind + Gene 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
luring mast of working life, even if retire 

= ousewife Maryland UeSeAe 

8 I le FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

° 

$ Daniel Joyner Amanda Flower 

8 \3 WAS cer rN U, $. ig ri be 4 16, SOCIAL SECURITY NO. ]17. INFORMANT Address 

Heepecctn Fh Wie gooeore ase eric 

‘ ' no | unkn S.S, Hospital Records 

g 18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c)-] INTERVAL BETWEEN. 

a PART 1. DEATH WAS CAUSED By: 

GSE ee Arteriosclerotic cardiovascular disease 

# oD 2 / DUE TO 

Conditions, if ony, which (b) 


gove rise to immediate 
couse (0), stating the under- 
lying couse lost. 


at ti. OTHER SIGNIFICAI a ONTBIBUTING TO QEATH BUT NOT Ri D TO THE TERMINAL DIS! IDITION GIVEN IN PART 1 19, por AUTOPSY 
o.Bts. Bawa end. fsease with psych. reaction ele ERFORMED?. 


ves] Noy 
20c. ACCIDENT WAS UNDERLYING E]__|20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port il of stem 18.) 
OR CONTRIBUTING F] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
Hour 9. m. While __ Not while factory, street, office bldg., etc.) | 
p.m. v jot work [7] ot work [J 1 


DUE TO 


-transit permit. 


the registror prior to buriol, cremation, or removal, and in any event within 72 hours ofter death. 


1 or ottending physician. 
TOR: After this certificote hos been signed by the alfending physicion ond completely filled in by 


moy be retained by the hospi 


page 3 shoul: 


MEDICAL CERTIFICATION 


alive on_. 
ACTUAL Ld ex eer, 
SIGNATURE 


PHYSICIAN'S 


NAME (Type) Sykesville, Mary: 


726(URIAL) CREMATION, Tb. DATE oey =a OF CEMETERY ot SS Nd. pode ‘ity. ‘OF county}. Store) 
z as, 
a e -. ES fot te Wie Lh Cf 


23. FUNERAL DIRECTOR": y fT , 52x ADORESS: rh 246, ct bY reer pe oa SIGNATURE 
1)  , Aca mee 2 oars Abe, 4 wget 7 than S Fasad, 


xd 


letoched for use os the burit 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death: Poge 4 


TO FUNERAL DI 


VS A 


rr 
= 
2a 


U 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 % 
11179. CERTIFICATE OF DEATH 11168 


Reg. Dist. No. 


is Kar OF DEATH 2 eee (Where deceased lived. If institutian: Residence before admission) 
°. a 


}UNTY - ST. we b. COUNRY 
CARROLL MARYLAND Maryland Carroll 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) f é 
RURAL**Sykusville |*: 2yrs X  Rurel--Sykesville 
‘agli d. Ne NeruticR {If nat in haspital, give street address) 4. STREET ADDRESS e o SA PARME 
‘Kilee Mill Rd. vet] NOD 
3 puis First Middle lost 4, DATE Month Day Year 


{ype or prin DALE ALLEN HAWKINS bam = OCT, 25, 19 58 


neral director, 


‘ 


5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED Fi] | 8. DATE OF BIRTH 9, AGE (In years |IF UNDER ¥ YEAR|IF UNDER 24 HRS. 
‘ lost birthday) ths] Days MS 
male white wiboweo [} ovorceo) | 1-15~-:1956 eee. 8 


Vo. USUAL OCCUPATION {Give kind of work danej10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) e ‘ 
none ---- Maryland U.S. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
W. LeRoy Hawkins Shirley Murray 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT ¢ Address 


(Yes. no. oF unknown} {IF yes, give wor or dotes of service} = o <<” 
no none W. LeRoy Hawkins Same 
18, CAUSE OF DEATH [Enter only one couse per fine for (0), (b), ond ( INTERVAL BEJWEEN 
PART I. DEATH WAS CAUSED BY: . Bees 


Pages 1 and 2s 


n papers. 


death. 


( ofter 
ia 


IMMEDIATE CAUSE (0! 
DUE TO 


Conditions, if ony, which © 
gove rise to immediate 

couse (a), stating the under. ( DUE TO 
tying couse last. fa 


Part Ml, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) | 19. eee ey 
D 


yes) Noy 
200. ACCIDENT WAS LNDERLYING 20b, DESCRIBE HOWANI r Dyce of injury ip Port ° Pot item 18" f 
Oe CONTRIBUTING RL CAUSE Of DEATH Be Peace sep tony py rei ti bo, f 
(If EITHER, NOTIFY'MEDICAL EXAMINER) M16) es g vA V 


ahd A Pi 


jus 
uf [fPETS cat = a 
20c. TIME OF INJURY Month, » Yeor | 20d. Ipfify OCCURRED 7 PF INJURY (Hame, farm, | 207 (city 4 to tat 
Hour_o, 1. ee q iif F Nat while fe , street, office, bldg: Ww "4 ee Wg ‘Se " 4 hi 9) 
Spm £ ZS WS Gar werk Cat work 4 & < (EE: SKA z tid 


| cortffy that Vattended the deceased from LOS 29, 199. to. £ fA 192 Sihat | last saw the deceased 
PEO MOT Pepe ~~, and that death occurred af ZY, W/"M, from the causes and an the date stated abave. 


Ly a 7 

- "4 ‘ L DATE SIGNED 

DY, CYftercfity y,, 4 (2 7S 

Za. LC cise ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
SURTAY | 10-27-1958| Deer Park : Balto. Co. Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2éa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
C. M. Waltz, Winfield, Maryland pateOCT 2 7 '58 Cnthun & Kons. 


Then please rema: 


R: After this certificate has been signed by the attending physician ond completely filled in by th; 
MEDICAL CERTIFICATION, 


ptached for use as the burial-transit permit. 


the registrar prior fo burial, cremation, or remaval, and in any event within 72 h 


ra 
a 
& 
ES 
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2 
£ 
be] 
e 
i 
i) 
5. 
3 
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2 
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g 
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poge 3 shauld 
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TO FUNERAL D 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 9 
41163 CERTIFICATE OF DEATH . wae 


ad 


gove rise to immediote 
cose (0), stoting the under. ( OVE TO 
lying couse fost. @ 


Past Il. OTHER SIGNIFICANT couomantcc CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. ie 3 AUTOPSY 


RFORMED? 
iGO» SE No] 


20a, ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, sin Yeor Bay INJURY OCCURRED 20e. PLACE OF INJURY tHome, farm, ee (City of town} (County) (Stote) 
Hour a.m. Not foctoty, street, affice bidg., atc.) | 
p.m. Ee OD ot wo t a 


Ju 
21. | certify that | gttended the deceased from=2-Ga7 982, r.Q-< ro. _-, 19SZ, thot | lost saw the deceased 
alive on Ox! apne 12 2. and that death occurred EVAAW ah from the causes and my the date stated above. 


Al 


‘ar attending physicion. 
MEDICAL CERTIFICATION: 


eS Reg. Dist. No. 
3 3 1 oitounly 2 eg eins Es (Where deceased lived. If institution: Residence before odmission} 
£8 si ea 2 C d MARYLAND 7 Soe Sem 
32 iV} : (ALMA pad DLL 
3 b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOYN (iF autside corporote.limits, write RURAL and give nearest town} 
32 RURAL and give nearest to JO 
F ALA PULL ~ li hag Pit dpe 
'd. NAME OF HOSPITAL (If pear in hospital, give street address) STREET ADDRES: or (RESIDENCE 
= OR yt - 
a (A M5 3 a Fs a ae ves aa ‘NO i 
£6 3. NAME OF Middle 74. DATE DATE Month 
3 
3s Cree orn FLOM Ei zhoemh cdi pete S| tam 7, iy 
=e 5. SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeorn |IFUNDER 1 YEAR] IF UNDER 24 HRS. 
3° lost birthdoy} Doys | Hours] Min. 
a connie wowed (ole $0 7 [sem Bor | Foe] 
a¢ tad IVT] tks fs B: 
Eonee Too. UsYAL co ea {Give kind of work done 0b. KIND OF BUSINESS OR INDUSTRY |11_ BIRTHPLACE (Stole or foreign counim) 12. CITIZEN OF WHAT COUNTRY? 
= flag most of warking Ii iF reli V4, 
on “ ¢ ’ 
Be 3 Zp bd ls CL Vu«L, ‘ el. Se ial e 
S85_. ie, ; ih 
i igs JRPLD BECO? LYIKALO 
B83 15. fh DeCEASEDEVER IN it S. ARMED FORCES? [6: SOCIAL SECURITY NO. [17. INFORMAN' mee 
o 2] Nee eaer {IF yes, give wor oF dates of 2 ft, 
Ps ae a a et Te Me 
Ege . (0), and (c}-] wr INTERVAL BETWEEN 
2a PART I. DEATH WAS CAUSED BY; AD 
2 § IMMEDIATE CAUSE (0) 
=e DUE TO 
‘e 
4 Conditions, if ony, which 
3 
e 
2 
© 
S 
3 
2 
S 
2 
2 
3 
= 
= 
cy 
= 
4 


ached far use as the buriol-transit permit. 


WY, {7 Vi Lhd 
ACTUAL 
5 SIGNATUR Lt, Ud 7 
/ PHVSICIAN'S 


Zd. LOCATION [City, town, or saunty) {State} 


fg OMe AVS? Che peu Nk tt, CMALA AA Bt he BAAD [7 ; laa 
23. FUNERAL aa os ‘ADDRESS tao RecD wy aECISTEAR | 2, RAs sighuRE 
VS AIS (4) Da Z- vare OCT f 
15M 9/55 


the registrar prior ta burial, cremation, ar remaval, ond in any event wil 


may be retained by the haspi' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs offer death. Page 4 
page 3 should 


TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


, 11170 
eo 4 11180 CERTIFICATE OF DEATH BE. 
% 8 5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
3 £3 ©. COUNTY Carroll pail o. STATE Maryland b.coUNTY Carrel) 
a3 =) 2 b. spline ues) (If outside nels limits, write cc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
jah es. town! 
3 § evil. 2yrs,lmos.19days x Westminster 
s & d. ee vara (If not in hospital, give street oddress) d. STREET ADDRESS e. eaetes 
eres aé } 
ct SS" Sas Springfield State Hospital RFD #2 ves EJ NOT 
s 
2 a 5 3. NAME OF First Middle lost 4 Date Month 2 Year 
& 2; (Type or print} Harry Francis Hooper Siam October 19 $8 
= > 5. SEX 6. COLOR OR RACE | 7. MARRIE! NEVER MARRIED [7] | 8. DATE OF BIRTH fue, rae _ IF UNDER 24 HRS. 
ie ze Male White | wooweo(] pivorceo] | November 255 1883|" Ei onths) “Deval USas | ne 
$ & a Wa. USUAL OCCUPATION, (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
8 2 g i mei most of fech) life, even if retired) Maryland U.S.A 
© Be en = 
3 5 2 13. Frere NAME 14, MOTHER'S MAIDEN NAME 
2 38 Joseph F. Hooper Lilly Jones 
£8 15, WAS DECEASED EVER IN U.S. ARMED FORCES? ]16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
nabs sain <i pallgetice eden ates 
o° No iia = 220-10=9627 | Springfield Hospital Records 
ee 
% 1B. CAUSE OF DEATH [Enter only ane cause per line for (a, (b}. ond (c}-] Snape 
6 € PART |. DEATH Was austD OY. Arteriosclerotic cardiovascular disease. M ‘an 10 yrse 
£# # ef DUE TO 
2 Conditions, if ony, which tb. 
aa gove rise to immediate 
S cause (0), stoting the under. ( CUETO 
mn tying couse fost. te 
é Eng Cote [oe 
§ C.B.Ss | TEBE WAENT BIO ASE LYS ED OE ABET BEDS HLM BOS SAND ERIVEN IN PART 101] 19. Was auTORSY 
5 sychotic reactions Left direct inguinal hernia with obstruction, ves (] No 9 
ip 7s ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port f or Port II of item 1B.) 
. OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER} 


MEDICAL CERTIFICATION 


: ached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs ofter death. 


he haspital ar attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 


5 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn} {County (State) 
2 Hour a.m. While Not wile factary, street, office bldg., etc.) 
2 p.m. W Jot work [] at wark [J H 
3 21, | certify MA ! _ the aneor8 fram. Mey 18, Wee to October /f ., 1I92%__,that | last saw the deceased 
cS alive on October 6,, yo 90 __ , and that death accurred at_ IN M, from the causes and an the date stated above. 
££ 3 y reg ADDRESS (Street, city or town, state) DATE SIGNED 
€ Stine FO L_A_wo Springfield State Hospital > 10/7/58 
Sia 
ta) Rites Walter Knopp, M.De ee 
ggo 72a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (tote) 
FDO REMOVAL Specify) 4 A : 
p28 ria. 10/10/58 cy emete Silver Run, Carroll Co,, Md 
2 j ADDRESS 2d4a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VS AIS (4) 4 i ee j ‘ eloarOCT 9 58 Onihun £ Faas, 


15M 10/57 


oat 


41181 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


11171 


Reg. Dist. No. 
sé = 
3 3 L poh > peptone te cea (Where deceased lived. If institution: Residence before odmission) 
tia] be e. b. COUNTY 
32( Wi Carroll Mae d 
x) b. CITY OR TOWN {If outside corporote li LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
33 RURAL ond give neorest town) 
é a 
32 _Henryton 1 days Annapolis O#/d, 
n } d. NAME OF HOSPITAL {If not in hospitol, give street oddress} d. STREET ADDRESS e@. 1S RESIDENCE 
= OR INSTITUTION ON A FARM? 
Henryton State Hospita N. We ree ves Q)_No fg 
3. NAME OF First Middl tost 4, OATE Mi 
DECEASED. i Tay i on jonth Doy Year 
BOE caren Mentheolia Jones Drath __ October 19 58 
5. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (i 
|ARRIED fed MARRIEO [[} | fa ie 
Female Negro wv SSRBEE ivoRcED [] 201001925 || 33, 


during most of working life, even if retired) 
known 
13. FATHER'S NAME 


Irvin James 


pont 


10a. USUAL OCCUPATION (Give kind of work ms KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (Stote or foreign country) 


14, MOTHER'S MAIDEN NAME 


Esther Lomax 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. [1 
(Yar, no. oF unknown) IM yet, give wor or dates of service) 
| Unknown 


No 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (cl-] 


PART 1. DEATH WAS CAUSED 8Y: 
A IMMEDIATE CAUSE (o} 


Then please remove carbon papers. Pages } and 2 


¢ ys 


Tuberculoma of the brain 


INTERVAL BETWEEN 
ONSET AND OEATH 


. QUE TO 
Condilions, if ony, which w__Luberculous Menin 
gove rise lo immediate 
couse {0}, stating the ynder- ( DUE TO 
lying couse lost. () 


The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART No) | 19. WAS AUTOPSY 
yes} no} 


200, ACCIDENT WAS UNDERLYING [1] 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | of Port Il of item 18.) 


}20c. TIME OF INJURY Month, Doy, 
Hour o. m. 
p.m, 


21. 1 certify that | attended the deceased frem. 


ative on__OG! C3y 


Year | 20d. INJURY OCCURRED 


While __ Not while 
19 fot work [J] ot work 


Zz 
Q 
< 
uy 
= 
= 
& 
Fd 
ie] 
= 
2 
a 
2 
= 


tal of attending physician. 


|, Crematian, or remavol, and in any event within 72 hours oftes-death. 


‘OR: After this certificate has been signed by the attending physicion and campletely filled in by 


letached far use as the burial-transit permit. 


ta burial, 


© HOSPITAL OR ATTENDING PHYSICIAN: 


a 
5 
BS) 
2 
ay 3 ACTUAL « 4p, Hae» @ 
gz SIGNATURE___ 
5°53 is | PHYSICIAN'S 
exe NAME (Type) De Ee Me Maculans, Sup 
efas 
ra 
oe 
ou oc 
£6 8s 
oft 
- 23. FUNERAL DIRECTOR'S SIGNATURE Waa ee 
4) 
wang? tharhes Efeck Ay. 


a 
200. PLACE OF INJURY (Home, farm, | 20f. (City or town) 
foctory, street, office bldg., etc.) | 

H 


Sapte.27,... 1957, to._Ochs 3, 


eros 1258, and that deoth occurred ot 2205_Am, from the causes and an the date stated above. 


720. BURIAL, CREMATION, | 226. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) 
py REMOVAL {Specify} Lb Jp a. 4) 
Arb e- 7-55 Brew? Li AVIVA pak az g 


oO L is Ich oate OCT 


(County) (Stote} 


19.58. that | last saw the deceased 


ADDRESS (Street, city or town, stote) DATE SIGNEO. 


es 10=3-58 _ 
-Henryton, Maryland 


Stote) 


He: 


Pray, REGISTRAR’S SIGNATURE 


Mau Jf Sus 


24a. REC'D 8Y REGISTRAR 


8 '58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 1 ” 2 
11182 CERTIFICATE OF DEATH eae eee 


1 Be gal 3, bere "ieee (Where deceased lived. If institution: Residence before admission) 
Carroll MARYLAND Yieryland §. COUM nrol] 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest tawn) 
RURAL and give nearest town) | a , 
rural-Finksburg 35 8 A rural-- Finksburg 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS, e. 1S RESIDENCE 
OR INSTITUTION j ON A FARM? 
at Gamber ves [] No] 
3. NAME OF First Middle 4. DATE Month 


thi Do; Year 
oom LZARL We JORDAN | am Ook 4x" 58 


5. SEX 6 COLOR OR RACE |7. MARRIEDIZ] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys Min. 
Sto wipowed [) pivorceo [1] ~25-190 56 yes. 
ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
di f working life, even if retired) 


shoe factor Maryland UsSe 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Walter L. Jordan Anna Elizabeth Parrish 
Ia peerdiaes Seon STE eicrene eee 16. SOCIAL SECURITY NO. |17. INFORMANT . Address 
nee |! 213-01-9200 Mrs. Hilda Jordan, Same 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0). (b). ond ().] 4 A ; Pa disilartl Natta) 
paar oeata was costar CaDdinefalure, Arlerescher se Mearl dis, 
5). DUE TO 


Gunailiehatatcanymehics wet pey SEM), deft hone APL ecKasss A 
gave rise to immediote 
couse (0), stating the under. ( DUE TO 


Pieeesint woLhs rps hiver ,nild pscertes woct SY 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 19. Beers 
ves) nol 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 1B.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State 
Hour a.m. ie Net make factory, street, office bldg.. etc.) ! 
p.m, 19 Jot work [J of work [J H 


‘ 
21. | certify thot_| attended the deceased from.____ fhe pad WN (ae) 9: Aes 199 5 that | lost sow the deceosed 


olive one Pe Ne 5 WSK, and thot deéth occurred ot F/08P_M, from the couses and on the dote stated obove. 
ADDRESS (Stree!, city o1,town, i DATE SIGNED 


SenatuR “mo. LAS 


NaMeites. “OWARD EE. HALL 


To. pa SSEMATION- ‘2b. DATE THEREOF Wc, NAME OF CEMETERY OR CREMATORY ad. LOCATION (City. town, or county) (Stote) 
DURTAL” | 10-19-1958] Mt,Pleasant Gamber, Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2do. REC'D BY REGISTRAR ‘24b, REGISTRAR'S SIGNATURE 


SSEUELE C. M. Waltz, Winfield, Md. bare_ get 2 0°58 er ae 


ge 4 

ral diseéfor; 
ith 

ms 


et 
be Filed yi 


6 


hy 


Pages 1 ond 2s 


and completely filled in by th 


bon popers. 
ofter death. 


J 


fea 


Then please semav 


ding physician. 
R: After this certificate has been signed by the attending phys 


may be retained by the haspital or att 


poge 3 should 
the registrar prior to burial, cremation, or remaval, and in ony event within 72 


ached for use os the.burial-transit permit. 
MEDICAL CERTIFICATION 


° 
o 
% 
& 
a) 
5 
o 
5 
3 
= 
x 
s 
se 
= 
Fs 
2 
Fe 
ry 
4 
Cy 
° 
re) 
2 
1 
$ 
= 
s 
$ 
a3 
§ 
0 
© 
= 
3 
= 
£ 
ip 
o 
2 
x 
2 
e 
e 
Zz 
< 
Qo 
a 
> 
= 
a 
2 
z 
z 
i= 
< 
a 
o 
= 
& 
= 
oS 
°o 
= 
o 
- 


TO FUNERAL DIR 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 1 P 3 
= 11183 CERTIFICATE OF DEATH 


=] 
x 


Reg. Dist. No. 


sé 
3 om; + La ala 2. USUAL RESIDENCE (Wi 
58 arroll Man Maryland 
a) 8 b. Ay Wa er (If outside oe limits, write | ¢. LENGTH OF STAY IN tb c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest tawn) v 
3 ‘AL ond give nearest town} ‘ ‘ 
ip esville 1 mo. 3 days Little Orleans P< [% 
R | d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
= / & OR INSTITUTION ON _A FARM? 
a : Springfield State Hospital None ves F] No 
6 3. NAME OF First Middle lost 4, DATE Month Doy Yeor 
ig (Type ar print) Credy KERLEY pate «= October 8, 1998 
: 5. SEX 4. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-} | 8. DATE OF BIRTH 9. ninaee DE UNDER TYEAR| IF UNDER 24 HRS. — 
: Male White Cosel pivorceo FJ October 12, 1878 79m. janths| Days | Hours | Min. 
2 Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g c during mast of working life. even if retired) 17 
s*( J Railroad worker toitrond. Unknown USee 
& 13. FATHER’S NAME ‘ 14. MOTHER'S MAIDEN NAME 
“a Unknown Unknown 
2 . WAS. on. — U. S. ARMED sti et 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fas. Ro. of unknown) [Ut yes, give war or dates of service) 4 
‘ No = - Springfield Hospital Records 
g 18. CAUSE OF DEATH [Enter ‘only one couse per line for (a), (b), and {)-] EnV ACE aE 
a PART 1, DEATH WAS CAUSED BY: 
§ ae IMMEDIATE CAUSE (o}. Abscess of lung Weeks 
iS At X DUE TO 
Conditions, if any. which (b) 


gove rise to immediote 
couse (a). stoting the yoder- 
lying couse lost. {c), 


C * B re agsoc ews iT SSPeby Seay RS, #9. BSCE SEY SHU BOPeneetc PeBeeaons PART Via) | td. regen 


YES Not? 


DUE TO 


200. ACCIDENT WAS_UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 ar Port II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY ‘MEDICAL EXAMINER) 
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& 
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TOR: After this certificote hos been signed by the ottending physicion and completely filled in by 


letached for use os the buriol-tronsit permit. 
the registrar prior to burial, cremotion, or removol, ond in ony event within 72 hours ofter deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 haurs offer death: Page 4 


5 
en 
‘2g 
‘ 
= 
a 
a 
+S 
o> 
e 
= 
3 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
5. Hour o. m. While Not while foctory, street, office bldg., ete.) t 
c p.m. 19 Jot work [7] of work H 
2 = rn | 
z 21. | certify that | attended the deceased fram September _ 29 19.29, t~0ctober 5, 192% that I last saw the deceased 
ra alive on O P _, and that death accurred at G24? J Ay , from the causes and an the date stated above. 
= ; Pisces ADDRESS (Street, city or town, state) DATE SIGNED 
£ CTUAL 4 
7 3 $Sttte £ CA fis wo, ...Springfield State Hospital __ 10/8/58 
¢ 
ee : 
oz Gineinns (Agustin delCampo, M.D. 4 
3 3 a Zo. Legale ae ‘2b. DATE THER! Ze NAME OF Lie ee Td. LOCATION (City, town, or epunty) (Stote) 

$ pec : / fi ; ‘ 7A Le ps 
a . g . SUS [’ es sd i bey OD hee 72 

= 23, EUNERAS DIRECIGR'S SIGHATURE ADDRESS PF} 24a. REC'D BY REGISTRAR | 24b. REGISPRAR'S SIGNATURE 

p Bl af): a 


Vebese! | ME Tue. O01 In fd d 2g (Ate pare OCT 9 '58 
; VA tock Hrs = 


oa 


be filed wi 


nerol director, 


Pages 1 and 2s! 


fer th. 


peel 


ate has been signed by the attending physician and completely filled in by th; 
Then please remove carban papers. 
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After this cer 


moy be retained by the hospi 


iched for use os the buriol-transit permit. 
the registror priar to buriol, cremotion, ar remaval, and in any event within 72 haurs 


page 3 should 


~ 
© 
& 
o 
e 
£ 
8 
3 
2 
€ 
5 
3 
2 
x 
a 
Bb 
= 
= 
2 
La 
5 
8 
3 
2 
6 
° 
wr) 
= 
5 
m4 
oS 
g 
23 
g 
3 
° 
= 
7) 
cs) 
$ 
3 
& 
e 
z 
= 
© 
2 
(= 
3 
x 
G 
a 
> 
= 
a 
oo 
< 
i 
r4 
& 
5 
< 
a 
ce} 
= 
= 
= 
o 
° 
= 
° 
‘<j 


TO FUNERAL Dil 


V5 A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11174 
41184 CERTIFICATE OF DEATH ee 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased jived. If institution: Residence before odmission) 
0. COUNTY a. STATE 


b. COUNTY 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest own) 


Detour 1} years || % 


d. NAME OF HOSPITAL (If not in hospital, give street address) / d. STREET ADDRESS yh ak pee 


OR INSTITUTION A FARM? 


res NO GQ 


44 ae First Middle Lost 4. DATE Month Doy Yeor 


OF 
ee) James Alfred Kiser DEATH October 6 19 58 
5. SEX 6. COLOR OR RACE 7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR| If UNDER 24 HRS. 
last birthdoy} 
Male White winoweo [x __bivorceO 1] |Oetober 26, 1868 89 yn. 


100, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 42. CITIZEN OF WHAT COUNTRYY 


during most of working tife, even if retired) 


Farmer Own farm M 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


James Kiser Alice Rowe 


I's. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT 
(Yes, no. oF unknown) | {iY yen. give wor or dates oF service) 


NO 


A. 


18. CAUSE OF DEATH {Enter ‘only one couse per line far (a), (b). and ©.) Base at aad 
PART |. DEATH MADIATE Cast i) AYteriosclerotic Heart Disease 10 years 
ILO, DUE TO 
Conditions, if ony. which w Generalized Arteriosclerosis 
gave rise 10 immediate 
cause (0), stoting the under; ( OUETO 
lying couse last. to 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. WAS AUTOPSY 
Chronic Arterioscl Q Neph s ab Heamorrhare vs NOG 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port It of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER} 


2c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
Hour a. m. While Not while factory, street, office bldg.. etc.) | 
jot work [] at work [J 


t e6.058 , 19.___.,that | lost saw the deceased 


2M, Tr&tMe causes and on the dote stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


MEDICAL CERTIFICATION. 


11 b2_ 2S ;-- ond that death occurred at, 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S 
NAME (Type) Re S.McVaugh Me De 


‘Fo. BURIAL, CREMATION, 22c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town. or county) (Stote) 


REMOVAL (Specify 
cs 0 9 958 Keysy e Cemetery _Keysvyille, Maryland 


23. “Chee SIGNATURE foe ADDRESS. li REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
BEAM YS (1 AECL 1 
0,Fuss’ & Son, Taneytown,” Maryland pare OCT 9 58 Cethua £ Foesa 


1 fr MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 17 5 
“ € 
4 11185 CERTIFICATE OF DEATH 


olive on_Qetober 17 7 1948... and that death occurred at _9£008.M, fram the causes and an the date stated above. 


sn r ADDRESS (Street, city or town, stole) DATE SIGNED 
SGNATUR My tlpz ath Lit f22._no. Springfield State Hospital 10/17/58 __ 


moy be retained by the hos; 


= sae Reg. Dist. No. 
ra g a4 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institution; Residence before odm 
é £3 (w oe. pel MAR YEARD: °. en wet bp. COUNTY Baltimore if 
; . 3 M ; | «. CITY oR TOWN {If aulside carporate limits, wrile RURAL ond give nearest fown) (| 
3 \ 
2 $2 ™ ss Se | t tf 
a aes ykesville n0 jays Baltimore 14 v 
s « AME OF HOSPITAL (If not in hospitol, give streel d. STREET ADDRESS @. 1S RESIDENCE 
os. 6S ) OR INSTITUTION ON A FARM? 
2 25 onklin r yes (] No 
2 a 5 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
ge (Type oF prin Albert John Kuhn oH October 17 19 58 
= 23 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED Je] | 8. DATE OF BIRTH 9 AGE Un poor THE ee TYEAR] IF UNDER 24 HRS 
=e 2 ” [Mont i Doys | Hours Min, 
3 sé Male Shite wipoweo [] Divorced LF] August 8 912 46 
£ 8. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
% 88s during most of working life, even if retired) 
Bees 2 f WaSahe 
3 5 8 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 & 
S gfe henry Kunn 
= Eb3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
ae TY, no. oF untnewn) [IE yes, give wor of dates of secvice) 
ENS iSaeg no = Springfield State Hospital Records 
% ee 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} INTERVAL BETWEEN 
szt ONSET AND DEATH 
7 = ay PART 1. DEATH WAS CAUSED BY: 
g Se: ‘ IMMEDIATE CAUSE (o)_Bronchopneumonia days 
eS 5 $7 i DUE TO 
ee we 
£ Bs» Conditions, if any, which 
‘ ee : ) 
eB oe gove rise to im ate 
3.5 as couse (a), stoting the under. ( CUETO 
Fc4r*-v lying couse lost. () 
ey 8 Came Ayingcouveslost.. 
3 o 6 = Fa Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19.. ee ad 
SERES 9 CONTRIBUTING TO DEAT 
2 ze * lela 
28388 JS|CBS assoc, with convulsive disorder, mental deficiency without. chosis|_ ‘£1 ’oO 
) 56 © F200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in orgPact ILob.i 
e$eet & | Se cOnresurine L] CAUSE OF DEATH dud tv 'spradiic encephalitis. 
aE 925 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
oe twe z ve ifotma, La0 (clipe ter 
2stas & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm. | 20F. (City or town) (County) {Stote) 
> oo 8 F a4 Hour o. m. While Not white factory, street, office bldg., 1 
EeE75 = pom. 19 Jot work [J of work [J i 
ea, r 
zes oe 21.1 certify that | attended the deceased fram July. 30... , 19.58 to Oetober 17, 19.58 thot | tost saw the deceased 
gf£<22 
2 a@o3 
ETOSo 
< = 
= 2: 
Ocgw a ) 
z2a85 f PHYSICIAN'S 
Hei2e NAME (Type) _/A in delCamno, _-sykesville, Maryland . 
r Fd 2 7 Tio. BURIAL, CREMATION, | 228, DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City. town, or county) (Stote) 
2a. REMOVAL (Specify) 
ofoke Buria Oct 20,1958] Schwartz Cemetery Baltimore, Maryland 
Fe ee 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS, ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
1 
1SM 9785 


Vs AIS (4) ohn A, Moran 3000 &. Saltimore St. vars OCT 21 '58 ee 


that the death certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11186 CERTIFICATE OF DEATH osu et ee 


at 


os ; “ 
8 3 4 1, Les kd ah resis anda’ (Where deceased lived. If institutian: Residence befare admissian) 
$3 M ve Carroll marnano |} ° STA Marv and b.couMY Balto,City 
x ts b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest tawn) 
so RURAL and give nearest lawn} ; 3 " 
‘ ykesville hmos. 17 da: Baltimore , if. 
= k d. OS ans (If nat in haspitol, give street address) d. STREET ADDRESS e. 6 RESIOE NS 
Se /© | springfield State Hospital 1748 Abbottson St. ves O) no 
Be 5 3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
35 (ype or pit) (Frank) Francis Joseph Leikam ceare October 27, 19 98 
=e 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |. DATE OF BIRTH 9 AGE (ln a IF UNDER 24 HRS. 
(ast bs 
$i Male White |wiooweo py oworcecof] | March 17, 1889 a eas (oct an 
e a We. USUAL OC EUR TON {ae kind * eel leet shuerts. OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
juring mas! of working fife, even if retir. U e 
cate Uoknewm Truck elper Breweary - Maryland U.S.Ae 
= 
= 3 I \ ]13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
38 ft) Joseph Leikam Wakaom Mary (unknown) 
= 6 18, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ; ‘Address 
pee eres Pc ala ae 
o° Ses ea =" p20-¥+-3610A| Springfield Hospital Records 
fe 
ie 8 18. CAUSE OF DEATH [Enter anly one couse per line for (a). (b). and (c).] INTERVAL BETWEEN, 
tr 
Be PART. DEATMMPOIATE cause ]____ Infarction of myocardium from coronary Desks 
££ LLAO. DUE TO thrombosis due to arteritis. 
= Conditions, if any, which {b) 
= Gave rise ta immediate 
5 couse {o}, stating the under. ( OVE TO 
2 lying cause last. 
2 lying couse lost. 
eo 
: 
oO 
3 
2 
2 
; 
= 
s 
s 
< 
@ 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours ofter death, 


3 a 
£525 

a 6 Zz P ne THER SIGNIFICANT,CONQITIONS. ITRIBUTING Ti EA UT TO THE TI L BISEA: IVEN IN PART 1. 19. WAS AUTOPSY 
bss 8] c BUS. Gue Eo APeerl SSePereere neared APESAe’S "CANIS S SSB PY BN tel eS 
e630 1S fo) [,. YE No T] 
e ey 2 & 200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part 1 or Port Il af item 18.) 
zs & | OR CONTRIBUTING [1] CAUSE OF DEATH 
q $ £ U [IF EITHER, NOTIFY MEDICAL EXAMINER) 
Boze § |20c. TIME OF INJURY Marth, Day, Yer [200, INJURY OCCURRED 200. PLACE OF INJURY (Home, form, | 208. (City or town) (County) (rote) 
+52 B Hour 9. m, While Not while factary, street, affice bldg., etc.) ' 
si? Fd p.m. 19 Jot work [J ot work [] H 

= 5 | p ts 
2§ 3 21. | certify that | ottended the deceased from_June 10, 19.2%, 1 Yetvober <1 2, 19.2”. ,that | lost saw the deceased 
Earn % alive an_O Ts. a 1258 --, ond that deoth accurred ot 22 27 Ay, from the couses ond an the date stoted above. 
eee ‘ 2 ADDRESS (Street, city ar town, stote) DATE SIGNED 
-@ / SEN Le (te UU Ope aero - Springfield State Hospital 10/27/58 

a2 ——— 

> , 
rare miws / Agustin deiVampo, M.D. J Sykesville, Marylend 
% sy 2 72a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. tawn, or county) {State} 
Boze Remora” | 10-30-58 Sacred Heart Cemetery 7401 Berman Hill Road 
a 

Bee 23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS A15 (4) William Cook, Inc., 1217 St.Paul Street KET 2 9°58 Guten £4. 


15M 10/57 


sai ae: = STATE PEP ARINENT OF oy aati 18 
Item 9 Film 5 10-21-58 1117? 
9 CERTIFI ATE OF DEATH ; 


Reg. Dist. No. 


We es - y) by ADDRESS (Street, city oF town, stote) DATE SIGNED 
Mit Lgecrier Ll Aecife vo Springfield State Hoapital, Sykesville, 


moy be retained by the hospital or ot 
ad A is 
Prior i 


~ cs ae 
s $37 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. f institution: Residence before admission) 
es °. eon b, COUNT: 
" 3a Carroll Mary lang Baltimore City 
= ee g b. CITY OR TOWN (If outside corporote limits, write ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
| 8 5 RURAL ond give nearest town) 
a 52, 4 
ee Ke sv 3 2 3 more y p 
2 6 3 NAME OF HOSPITAL (If not in hospitol, give street address) d, STREET ADDRESS e. 1S RESIDENCE 
. = OR INSTITUTION. ON a FARM? 
2: ope y ves) No fg 
g on prinefield ate FH & ee 
2 £5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
ie eee DECEASED OF 
€ 23 (Type or print) luigi Lieto DelatH §=Qectober 7 19 58 
= ei 5. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED fe] [8 DATE OF BIRTH ome (oer IF UNDER 1 YEAR] IF UNDER 24 HRS, _ 
6S Do Min. 
Bo Ss hem th woowe fT  oworcto LO | aueng 2 206 Ma ts (sire awed Pai in 
ae A s = f 
2&8, TOs, USUAL OCCUPATION [Give Kind of work done] 0b, KIND OF BUSINESS ‘OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country 12, CITIZEN OF WHAT COUNTRY? 
5 
8 82 3 during most of working life, even if retired) pS _ tthe, fd 
5 eds J efit. L2.__\ Taly YU tte, 
g BS 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME : 
2 38 
8 er Unknown nknown 
= £e3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
422 
2 & 5 (Yes, no oF unknown) Ut yes, give war or dotes of service) 
8 ety ry p 
¢ no oringfield Hospital Records 
<« £8 u 
% £8 = 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), and (c}-] INTERVAL BETWEEN 
3 205 PART I. DEATH WAS CAUSED BY: ON SETCARD gat 
2 ieee IMMEDIATE CAUSE (o)__Hepatoma | years 
5 = € $ TD ) DUE TO 
= Bes Conditions, if ony, whi 
= ee enn teeny. by 
Ss Bee Qove rise to immediote 
> ioueee couse (0), stoting the under, ( DUE TO 
ays : 
eE%s? tying couse lost. {e) 
£5.82 erp cousefior 
38e5° S Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
SueiaL= 2 vi) RFORMED? 
- > = 9 e 
2.3 8 
eases & hizophren res on, paranoid tyne eo Nom 
ae 
Fetes & [200. ACCIDENT WAS UNDERLYING C)__ | 20b. DESCRIBE HOW INJURY OCCURRED: (Enter noture of injury in Port | or Port Il of item 16.) 
eva s = 
sae 5c 1 OR CONTRIBUTING C] CAUSE OF DEATH 
aeees © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Sstss & [2c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
S5.%e2s a Hour o. m. While Not while fectary, street, office bldg., oh 
223 é 2 p.m. 19 at work [] ot work 
£. 
@e,es i 
2 fxg 21. | certify that | attended the deceased fram_Mareh _7 _. 19.55_, to. October ., 1958_ that | tast saw the deceased 
o£< 22 : 
Zee $5 alive on Oeteber 7... 12 58, and that deajh occurred at_ 4245p m, fram the causes and an the date stated abave. 
EOS. 
= 2 
a“ 
o 
4 
< 
= 
& 
& 
co} 
4 
° 


a= 
3 PHYSICIAN'S 
a2 NAME (Type) A nstin delGampo ne Merry Vad 0/9758 8 ee Pe 
ay Ro. BURIAL STON 2. DATE THEREOF ‘Mc. NAME OF CEMETERY OR Ga RY 7 Zid. LOCATION (City,,town, of county) Stote) 
2>o. (Speci 4 yma s 
ee LS d AE PPLLLLEA (ted dite te Kee 
ve Roe RES: yy, 2ho. REC'D " REGISTRAR | 24b, REGISTRARS oe 
’ ! 
YS AIS (4) 4°58 Clithun & iad 
15M 9/55 va LD EFZ, DATE! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
41188 — ceRTIFICATE OF DEATH “on tnt a 


ened). (0° E nin ee ifs 


£ 
iy 
2 
8 
é 


4 
< ve 
ry S 5 1, PLAGE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. 1f institution Residence befare admin) 
o 3 °. b. COUNT. 
“22 (WM Carroll MARYLAND ‘Naryland CONMorroll 
; 3. 8 B. CITY OR TOWN {lf ouside carporote limit, ite Tc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limils, wrile RURAL ond give nearest town) 
3 RURAL ond give nearest town! : 
% 52 rura westminster 6émo A Rural--Westminster 
£ cs . | 4. NAME OF HOSPITAL (IF not in hospitol, give street address) d. STREET ADDRESS 1S RESIDENCE 
.* = OR INSTITUTION r ON _A FARM? 
: ae R.D. 6 yes] No) 
> 7. 
2 £5 3. NAME OF ; Fiest Middle tot 4. DATE Month Da Yeor 
% ae DECEASED ) OF a : 
S 23 (Type or print) vii} RIE y Reivih MA Ais DEATH Ger b 19 of * 
ee! 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9<AGE (in yoors [IE UNDERT YEAE[IF UNDER 24 HRS 
: 2 : oy) Doys | Ha M 
2 23 female white |wwoweom —ovorceo | 4-11-1893 era el 
2 Fa: 10a, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) ¥2, CITIZEN OF WHAT COUNTRY? 
5 £ 
2 $ g 3 during most of working life, even if retired) * 
BS oze8 housewife ---- Maryland U.S. 
g cfs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Pe do I Elgouis Doster Annie r. Gillard 
Zee 
2 £ 8 3 Vs, WAS DECEASED EVER IN U. S. ARMED FORCES? [l6. SOCIAL SECURITY NO. [17, INFORMANT ‘Address 
= es, n0, oF Urbino) (MF yes, give war oF dates of vervice) : ¢ 
$ gen no ----- Mre. Arthur C.Shipley,Sr. Same 
es - 
%. Die 18, CAUSE OF DEATH [Enter only one cause per line for ey "4 and (€}] INTERVAL BETWEEN 
3 2a5 PART 1, DEATH WAS CAUSED BY: i N i i oe 
2 2. Sc IMMEDIATE CAUSE {a a Ae oe LA Vian 
3 = é $ LL : DUE TO 
= 5. > Conditions, if any, which 
€ = 
s ges gove rise ta immediote 
cS eceee couse (a), stoting the under. ( PVE TO 
et i 
Se ecace op lying couse lost. ) 
263 E 9 
228 5° S Parr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
SEDED iS 
2 £32 3 3 ves NOR 
Foes = 200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port I af item 18.) 
Zoe & | OR CONTRIBUTING C] CAUSE OF DEATH 
< eee & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
sSsir . a 
Bszss % ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
jhe ee] ra) Hour 0. m. While Nat while factary, street, office bldg., etc.) | 
z-2° E = p.m. Ww jot work {[-] ot wark J ' 
rao ey Y ae 
g & a 21. | certify that | attended the deceased fromafM<t27 98, to LOR be , 19S. that 1 last saw the deceased 
z 33 
ents a alive on... Loader. 19 Ri _-»and that death accurred at._ APRN, fram the causes and an the date stated abave. 
we ao 
r-O8 > ADDRESS (Streei, city ar town, state) DATE SIGNED 
& g 
4 4 
Orne a 
a 2 wv 4 Pa 
aesds r AS ft 
ebdte/t / 
Sa LL 
SSZCO Mo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, ar county) (Stote) 

ri 
Ea2 es BUriaL. lio Q Harmony Grove Carroll Co, Md 

= 4 =“f= eh Ur. e NOe 

cae hfe. ante DIRECTOR'S SIGNATURE > "ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vala NS C. M. Waltz, wae Md. care OCT 8 98 Conn Be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


oad 


funeral director, 
Id be filed with 


d campleiely filled in by ¥ 


icion an 


Then please remove corbon papers. Pages } and 2 


‘OR: After this certificate hos been signed by the attending phys: 


letached far use as the burial-transit permit. 


may be retained by the hospital or attending physician. 


TO FUNERAL D! 
page 3 shoul: 


i: 


the registrar priar ta burial, cremation, or remaval, and in any event within 72 


— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ¥ 1 1 %j 9 
/ 11189 CERTIFICATE OF DEATH 


Reg. Dist. No. 
. 7: Bos mmr be % bigeye poeee (Where deceased lived. If institution: Residence betore odmission) 
M oe arroll marviano | ° "AT. Maryland b. COUNTY G44 
ITY OR TOWN (If outside corpor: c, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give neares! town) 
RURAL ond give neorest town) 
Baltimore 14,Md, 3 ae 
NAME OF HOSPITAL (If not in haspitol, give street ‘oddress) d. STREET ADDRESS. e & RESIDENCE 


d. 
OR INSTITUTION ON A FARM? 


D : f 0 g pha Raa ves) NOM 
3. NAME OF First Middl tost 4. OATE ¥ 
DECEASED is ware los Ce Month Doy eat 
{Type or print) - ais OEATH 0 19 58 
3. SEX 4. COLOR OR RACE [7. mARRIED FR NEVER MARRIED [] [8. DATE OF BIRTH 9, AGE (In yeors [IF UNDER) YEAR|IF UNDER 24 HRS 
lost birthdoy} Day: | Hours | Min. 
" White wipowed [1] oivorceo] | Ze Q=12-07 ya. 
Z 100. USUAL OCCUPATION (Give kind of werk dene] 10b, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Siete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘ during most of working life, even if retired) 
a) Housewife P ns yanig Y : 
3 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
I Harry Le _Alice Raybold 
1S, WAS DECEASEDBVER IN U. S. APMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 


Yes, no. er unknown] | INt yes, geve wor or dotes of rervical 


S,S,Hospital] Recerds 


1B. CAUSE OF DEATH [Enter only ane couse per line For (0), {b), ond ©).] 


ll 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


Lp tf La % DUE TO 
Conditions, if ony, which re 


gove rise to immediate 
couse (a), stoting the under ( DUE TO 


lying couse fost. (G} 


INTERVAL BETWEEN 
ONSET AND DEATH 


years 


z 

Paar IL OTHER SIGNI echo Is CONTRIBUTING Tp) DEATH, BUT NOT BELATED 7Q THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)/19. WAS AUTORSY 
ce) 
: C.BsS.aasec.with cerebral arverioselerosis,with psychotic reaction need 
© [200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
& |] OR CONTRIBUTING (] CAUSE OF DEATH 
U [UI EITHER, NOTIFY MEDICAL EXAMINER} 
2 

aan naan nen ee 

& |20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) (County) {Stote} 
3 Hour 0, m. * While Noriwhile factory, street, office bldg., etc.) | 
= p.m. jot work [J] of work [7] i 


21. | certify thot | attended the deceased from. 


228. 


_. 1958_, to. , 1958 .,that | lost saw the deceased 
, and that death occurred af8320_A_M, from the couses ond on the date stated above. 
ADDRESS (Street, city ar lown, stote) DATE SIGNED 


Springfield State Hospital ..._.....10=4=58. 


alive on ~ 


actual Zs My 
SIGNATURI 


NaMetves_ Edmund Lust 
NAME (T tveel__Edmund _Jast. ¥K Osy. 32. 02 eee 


Che eae 7b. DATE THEREOF pee CREMAT! Md. LOCA) ein, towne county) Stat 
LA. Ate 4 


RAL DIRECTOR'S Eee IPG as fork \-. BY REGISTRAR GISJRAR’S SIGNATURE 
an peas ali Ps 
15M 9755 > Lecuport | 


INSTRUCTIONS 


this 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11190 CERTIFICATE OF DEATH 


11180 


Reg. Dist. No.. 


“PLACE OF DEATH 


county Carroll 


MARYLAND 


USUAL RESIDENCE (HOME) OF DECEASED 


Maryland couny Carroll 


STATE 


LENGTH OF STAY 


CITY (if outside corporate limits, write RURAL 
Gin this place) 


Pector, the third co, 


(It outside corporeta limits, wrile RURAL and give nearest town) 


Taneytown 


ciy 
OR 
TOWN 


HOSPITAL OR 
INSTITUTION OR 
STREET ADDRESS. 


in %2 hours after death, 


STREET 
ADDRESS 


{(Wrurel give tocation) 


15 York Street 


NAME OF 
DECEASED 
(Type or Print} 


(First) (Middle) 


Willian Cc. N. 


te be executed “gg hours after death. 


Myers 


(Lest) {Yeer) 


vw 58 


4. DATE (Day) 
or 


DEATH October 26 


5. SEX 6. COLOR OR 7. SINGLE, MARRIED, 
RACE 


WIDOWED, DIVORCED, 
Male |White 


8. DATE OF BIRTH 


March 30, 1879 


IF UNDER 24 HRS. 
Hours | Min. 


9. AGE test birthdey JF UNDER 1 YEAR 
Months Days 
79 Ava. 


(Seeiv) Widowed 
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS 
done during most of working life, even If 


fn OR INDUSTRY 
retired Tabor 


Ne 


M 


12, CITIZEN OF WHAT 
COUNTRY? 


BIRTHPLACE (State or foreign country) | 
. 


‘land 


Farming 
FATHER'S NAME 


Jerome Myers 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
{Yas, no, or unk.) {if Yes, glve wer or detes of service) 
n 


13. 


1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


IMMEDIATE CAUSE 


ANTECEDENT CAUSE(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 
(cy 
TI OTHER SIGNIFICANT CONDITIONS CONTRIB! 


IG 
TO THE DEATH BUT NOT RELATED TO THE ( if 5 ” 1 


DISEASE OR CONDITION CAUSING DEATH 


(A) 


16. SOCIAL SECURITY NO. 


14, MOTHER'S MAIDEN NAME 


& Sarah Jane Koontz 


17. INFORMANT & ADDRESS 


Mr. Lloyd Myers, Taneytown, Md. 


i ae ~] INTERVAL BETWEEN 
ONSET AND DEATH 


19e, DATE OF OPERATION | 19b, MAJOR FINDINGS OF OPERATION ~~ 


Bale ed 
20 AUTOPSY? 


ves [] No [] 


2la, ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Dey) 


21b. PLACE (Home, ferm, fectory, 
‘OF INJURY street, office bidg., etc.) 


ae ORY OCCURRED 


Not wee 
wrorak SL lease 


(Yeer) (Hour) 


M, 


< 
$ 
3 
g 
eo 
£ 
rece 
es 
£2 
9 

£ 
Bs 

= 
és 
° 
dz 
Ee 
a? 
nt 
ge 
ab 
oy 
ze 
<5 
Bo 
mo 
=> 


ad 


alive on.Ce. 


SIGNATURE 


BURIAL, CREMATION, 
REMOVAL (SPECIFY) 


23. DATE THEREOF 


October 


NAME OF CEMETERY 


e 
>a 
$3 
a8 
ef 
3 
°S 
zs 
ao 
-° 
ou 
3% 
53 
23 
aw 
ad 
& 
3B 
Ss 
ZR 
es 
ov 
£e 
Es) 
32 
3 
ye 
32 
3> 
her] 
°5 
8 
88 
2 e 
as 
£< 
25 
ed 
3 
ee 
58 
83 


The bottom co; 


ol 


22. 1 hereby certify that | attended the deceased from...Jddacs..4. Re 
19.09, and that death occurred at. 


958 Reformed Cemetery 


| ‘Zic, WHERE DID INJURY OCCUR? (Clty or town) {Counly) {State} 


21, HOW DID INJURY OCCUR? 


19. 7, to. fed #. ki 9.2.8. . that | last saw the deceased 


AM, from the causes ae on the date stated above. 
ADDRESS (Street, city, town, state) DATE SIGNED 


Uca 42/2 


LOCATION (City, town, of county) 


Faneytonn, 1, Maryland 


OR CREMATORY (State) 


& 
2. 
= 
> 
z 
°° 
a 
2 
2 
= 

8 
= 

Hy 
no) 
2 
z 

$ 
3 

g 

Fa 
2 

oe 
= 
4 
° 
5 
ball 
4 
a 
3 
: 
° 
e 


= 
= 
my 
oD 
uy 
2 
< 
” 
> 


TO ATTENDIN: 


24. REC'D BY REGISTRAR 


OCT 2 8 '58 
2 eee 


REGISTRAR‘S SIGNATURE 
9 tf 


ThemA 


25, FUNERAL DIRECTOR'S ao Prope, ADDRESS 


[C,0.Fuss & bone «Rang own, ‘fary yiand 


al 


E 
4 
2 


funeral director, 


# 


Pages 1 and 2' 


er deoth. 


urs 


Then please remove corban papers. 


OR: After this certificate has been signed by the attending physician and completely filled in by 


letoched for use as the buriol-transit permit. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs offer death: Page 4 
ee: 
the registror prior ta burial, crematian, or remaval, and in ony event within 72 


may be retained by the hospital or attending physicion. 


TO FUNERAL Di 
page 3 shoul 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
41291 CERTIFICATE OF DEATH 11181 


Reg. Dist. No. 
he “dae ead 2. pro tigers cone (Where deceased lived. If inslitution: Residence before odmission) 
= 
Carroll MARYLAND Maryland °°” Balto, 
b. CITY OR TOWN {If oulside carporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, write RURAL and give neorest tawn) wv 
wie L evi ae town) 7 ‘ 
Sykesvi lt elimos. 20day# Baltimore 3h ey 
d. sony HOSPITAL (IF nat in hospitol, give street address) d. STREET ADDRESS: e pode AL 
Springfield State Hospital 9301 Old Harford Rd. veo] NOTE 
SS 
3.N, pee pees, First Middle lost ee pre Month Day Year 
nyerae rin) Amanda Gardiner 01d bath October 8, 1958 


5. SEX 6. COLOR OR RACE B..DATE OF BIRTH %. AGE (In 30 = [IF UNDER 26 HRS. 
i! 
Female | White |wooweog oxeecma | November 1h, 1876 “BEY, [More] der | Hoos | Min 


Wo. USUAL OCCUPATION (Give kind af wrk dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
yoe me most ores life, even if retired) 
- Maryland UeSeA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
UGA, George I. Gardiner BAA 
1, WAS DECEASED EVER IN U.S. ARMED FORCES? |i. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
fev 9g or unbnown) {it ye, give wor or doter of service) 
lo - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter anly one cause per line for (a). (6), and {ch-] INTERVAL BETWEEN 
NI ATH 
PART |. DEATH WAS CAUSED BY: 
IMAEDIATE Cause fo)___ Bronchopneunonia = 
ATLA DUE TO 
Conditions, if any, which ) 
gove rise to immediate 
couse (a), stofing the under. ( DUE TO 
lying couse las!. ©) 
z OTHER SIGNI TC INS. R EATH BU TED TO T s TIO} PART \(a)|19. WAS AUTOPSY 
g C.BeSeaesoc with aiseS Of SESS SLY Str, | Beowen oY Cao erste Auphod SsHNes Co). PERFORMED? 
6 in disease with psychoti reactioneFracture neck of femur, right, yes (]_No Cx 
= ae AEE) WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (1F EITHER, NOTIFY MEDICAL EXAMINER) ra 
% |a0c TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [700 PLACE OF INJURY (Home, form, 120F, (City or tows) (County) {Storey 
6 Hour a.m. White Not while factory. street, office bldg., etc.) ! 
= p.m. 19 fol work [J of work [J Hi 
21. I certify that | attended the deceased framMay__18,_ a , 19.58, to October 8, 19.58. that | last saw the deceased 
alive on October 8, _ eed A 1268, and that death occurred at lOs15Pm, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Springfield State Hospital 10/9/58 


Mo. BURIAL ae 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Slate) 
a y/ 
Burda 410 L Moreland Mem, P Balto d 
23, Jj RAL at GIONS YGNATURE yy) go. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Hi m4. Saheyy iY Jus - (allo AAT gery 4 4 '58 Qattun fT 


cad 


nero! director, 


ate has been signed by the attending physicion ond completely filted in by t 


may be retained by the hospital ar attending physician. 
R: After this cert 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 haurs after death: Poge 4 
TO FUNERAL DI 


u 
a: be filed with 


ages } ond 2 


Then please remove corbon papers, 


ached for use os the burial-transit permit. 


* 


page 3 should 


0 burial, cremotian, or removal, and in any event within 72 hours ofter death. 


the registror pri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 
41192 CERTIFICATE OF DEATH ney bra eel oe 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


be Braet DEATH VAL 
ak °. b. COUNTY 
Carroll 


Carroll tual 


b. CITY OR TOWN (If outside corporole limits, wrile | ¢. LENGTH OF STAY IN Ib 
15 YIse 


Maryland 
c, CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) _ 


X¥ Rural, Westminster 


RURAL ond give nearest town) 
Rural, Westminster 


dé. OR INSTITUTION {IF not in hospital, give street address) , d. STREET ADDRESS e Beg 
Westminster, Md, R. D. 1 _Westminster, Md. R. D. 1 ves E] No (* 
3. NAME OF Fiest Middle Lost 4. DATE Month Doy Year 
DECEASED oe 
(Type or print) Osborne beatH October 26 19 58 


Andy 5S. 
I 5. SEX 6. COLOR OR RACE |7. maRRIED [FR NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (In yoors IEUNPES 84 96, 
2010 lost birthdoy) One Min. 
Male White wioowep [J ovorceo[] | May 20, 1881 TT ys. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during pie vesting life, even if retired) 7 
Retired Farmer Farm Parker, N.C. UsSelle 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Melvin Osborne Martha Jane Breedlove 


15, WAS DECEASED EVER 1N U.S. ARMED Forces? 16. SOCIAL SECURITY NO, |17. INFORMANT, STA, LO ‘Address 
(anno. onto Dogs, gh rm ec tein Lact 
No. 213-18-9199| Mrs, Bertha Osborne, Westminster, Md, R.D.1 


1B. CAUSE OF DEATH [Enter only one couse per_timmfor (0), (b). ond (c)-} D2 ‘ INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: o Ye Fb 
IMMEDIATE CAUSE (o] QA Or 4 sar on Pe tf e 


4 } DUE TO 


gove rise te immediote “ j— 2 
couse (o}, stofing the under. ( OVE TO 9 Y C Ze 
lying couse lost. ta —t] = —F 
Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
yves(] NOT] 
20. ACCIDENT WAS UNDERLYING E] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part {or Part IH oF item 16.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Se 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour a. 9. White Not while factory, street, office bldg., etc.) ' 
pm. 19 Jot work [) ot work AY ‘ 


; = CU ol ae 77 
2.4 certify thot \gPended the sine SP lirstathans.., WSS WM AL, WS Sahat | lant vow the deceored 


alive on GeV FG ---, 12S. and that death occurred at 12 : , fram the causes and an the date stated abave. 
f/ DATE SIGNED 


1) ny APODRESS (Street, ci town, stote) PB 
ered Wier ch bee M LeLyaniciDin bd Lele 
ee a 


To. Rena uae i ‘22. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, lown, of county) (Stote) 
i 
Barta 10/28/58 St, Ma Cemete Silver Run, Carroll Co,, Md, 


MEDICAL CERTIFICATION 


123--BUNERAL DIRECTOR'S SIGNATURE = zy, iy ADORESS 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
(Le tepand f} ser fe _lLittiestowm, Pa. DATE male 2 : 
\ = ee CL eer 


7 a) . 8 ze 
> - 
Conditions, if any, which . 4 Cpt y Le eee se Sr 6 W245 


( 
dis 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11193 CERTIFICATE OF DEATH 


ml 


11183 
Reg. Dist. No. 
2. USUAL a {Where deceased lived. If institution: R 


1, PLACE Of DEATH ¢ before admission) 


©. COUNTY 


« 
#3 °. b. COUNT 
ia] i . COUNTY 
32 arrell alone? Maryland Ment gom ry 
3 b. CITY OR TOWN (IF outside corporote limits, write |. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL end give nearest town) \/ 
5 3 RURAL ond give nearest town) V 
$2 Sykesville 10 mos.14days Gaithersburg Ieee 
<= d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS * ‘ RESIDENCE 
OR INSTITUTION: ON A FARM? 
“4 D ale ate Hospita Route #1 ves NOTE 
5 3. NAME OF First Middle tos! 4, DATE Month Day Yeor 
~ DECEASED | oF % 
3 Upeioripeint) Nettie Florence 21) ob 19 58 
8 5. SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED Ta] B. DATE OF BIRTH AGE (In yeors [IF UNDER? G RIF UNDER 24 HRS. 
a last birthday) Doys Min. 
Female Write |wioowent  oworceof] | Februa 65 bine 


Wo. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 


. z 2 a lite, even if retired) Owy | Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.SAe 


€ 

3 

7. 

s I 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

BS Zachariah T. Duvall Marian Ward 

3 * WAS, es galore U.S. Pg ge Geog! 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ines acer 2 yee angio woos heed 

= = 577-93~6502 Springfield Hespital Records 

= 

s 


18. CAUSE OF DEATH [Enter only one cavie per line for (a), (b}. ond (c).] 


PRET Dea TY Acar USED AY Arteriesclerotic heart disease 


“20,0 DUE TO 


Conditions, if ony, which b 


gave rise to immediote 
stoting the under. ( DUE TO 
lying couse lot. @ 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


the attending physician ond completely filled in by 


Then please remove corbon papers. 


€ 
i] 
a ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }{o) |19. eee 
Fy 9 roe 
3 <|C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction, ves] NODE 
2 © [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
5 & | OR CONTRIBUTING L] CAUSE OF DEATH 
€ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
é s 
ro) & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) {County) (State) 
3 a Hour o.m. While Not while foctory, street, office bldg., ete.) ! 
= p.m. 19 lat work [J ot work [7] ‘ 


21. I certify that | attended the deceased from _NOWs 22,...... 19.57, to Ontober 6, ., 1958. .thot | lost sow the deceased 
olive on__October 5, 2 SB. and that death occurred ot .4%30A.M, fram the couses and on the date stated above. 


— 'ADORESS (Street, city or town, stote) DATE SIGNED 
Sewaturi y eae | ee. LESS wo, Springfield Hi 


hamtives __E@iund Insthaus, M.D, 


To. menowat eosin Lo Td. DATE THEREOF mi NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
(Speci 
Coe” Wesley Grove Woodfield Ma 


ERAL DIRECTOR s i ADDRESS. 240. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


v5 ais 4a fe 0 On 6: 3 °  eeaeeag. Mde |oate g 9 '58 Onthun & Pass 
=~ en 


letached for use as the burial-transit permit. 


OR: After this certificate hos been signed by 
the registrar prior to burial, cremation, ar remaval, and in any event 


moy be retained by the hospi 


poge 3 shaul 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execuled within 24 haurs after death: Fage 4 


TO FUNERAL D 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4184 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1 


G Beas We ssa OC Wie! NT REPOS KONMTES eeGy 8 RTE ATED TO Tio va on Tt) Maes ah oe ry NiLa Was Auiors 
Risicrs math be chotic reactio Ne Frac ture, cominuted, ri ght femur, yes] NO bg 


‘20a, EXTERNAL CAUSE WAS 

PRIMARY El o¢ CONTRIBUTING ir 
CAU: DEAT Fou, 
20c. TIME OF INJURY 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Part 11 of Item 18.) 


Pushed to floor by another patient, 


20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home. form, 1204. (City or town) (County) (Stole) 


Month, Dy, Yeor 


MEDICAL CERTIFICATION 


Page 3 shautd be wsed as a burial-transit permit. 


FOR STATE = Reg. Dist.No. 
HEALTH DEPT. 1, PLAGE OF DEATH ATES 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before odmission) 
ew y - STATI b, 

8252 @ \ Carroll marwano || ° STF Maryland COUNT’ Balto.City 
Fi = - fh j b. bo OR poet peer corporote limits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
x Bie eens 
re Sykesville rs. 10mos -20dhys Baltimore BVol-¥ 
g ‘ Retna —_ 
gs = d. NAME OF HOSPITAL OR INSTITUTION (!f nol in hospitol, give street address) d. STREET ADDRESS e Sth ee 
bias 
28Re Springfield State Hospital _ 1538 Stonewood Rd ves E]_NO BD 
Besa 3. NAME OF First Middle tot BATE Month oy Tee 
S225 
rire (Type oF prot May Belle Lantz Reeve beats “October 29, 19 58 
Sotes 6. COLOR OR RACE |7; MARRIED [-] NEVER MARRIED [-]| @ DATE OF BIRTH 9. AGE tn woos IF UNDER SYEAR] IF UNDER 24 HRS. 
= ox L_birthdoy} 4 
ra erg White wioowen  —_owvorceot) | April 11, 1872 fMRI a Bae 
eed Yo. USUAL OCCUPATION {Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) ~ 712. CITIZEN OF WHAT COUNTRY? 
SS 82R during most of working lite, even if retired) 
bcs lousewife Maryland 3 __ VeSohe 
M4 3g 3 5 ’ 13, FATHER’S NAME V4. MOTHER'S MAIDEN NAME 
or, 
gee ag Henry Lantz Elizabeth Lantz: 
Eese 15. WAS DECEASED EVER IN U. S. ARMED FORCES? Se SOCIAL SECURJTY NO. |17. INFORMANT - Addrew 
Ss gre Fes, no, @7 unknown) {il yen, give wor or doves of service) Hate = 
SO No | € Springfield Hospital Records. 
Eo k oe = << ==. wi ITERV e 
i ass fly a als lig sag 3 rat 
328 IMMEDIATE CAUSE (0) pak Os as - | Shaya Ss 
Bene ue | 49%ex DUE TO 
Sos Conditions, If ony, which (o)_ 
Zh. gove rise to immediote couse =, : : 
Res {oe}, stoting the underlying( PVE TO 
Bre couse fost, a Cee 2 wa 
oo 
Ac 
3 oO 
5 
ea 
=e: 
Se 
2f 
. z£ 

> 

£ 

‘ 

4 


tded fo the Chief Medical Exami 


ed 
oo] 
€ 
& 
-) 
> 
& 
(3 
2 
S 
e 
i 
o 
€ 
s 
‘s 
& 
#4 
5 
¥) 
= 
= 
2 
a 
> 
8 
. 
o 
€ 
a 
ry 
2 
ie 
5 


in ory, sigegt, alfice bidg., etc.) ¢ 
g ysl PR 10/15 /,,58 |". St af fogpftat i Sykesville Carroll Md. 
= , held on Autapsy (J, Inspection [3§, Inquiry [3 and in my 
x & |, Suicide [[], Homicide [}, Undetermined monner (] 
a2ere 
28 
FE e eee 4 Mop, CHIEF MEDICAL EXAMINER [1] OO ae 
5 Se > ASSISTANT MEDICAL EXAMINER [1] 
bere |_| NAME James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER PA] 10/30/58 
& a2 s 720. BURIAL, rage yoN (7 Fab. DATE THEREOF __| Zac. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (Cily, town, or counly) >) (Stote) = 
a oe < ° _ 
0°60 aenepetigs U-2-5F | Kez soflon ZZ a, 
“ad = 73. FUMES ECTOR'S SIGNATURE s ADDRESS Pi 740, REC'D BY REGISTRA' 24b, REGISTRARS SIGNATURE 
Vs. AISME 
sM 2/57 d BOR He Mex GE. Bipthccede 7 \ wt you 58 | Oistan £ Haw 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours ofter deoth: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11195 CERTIFICATE OF DEATH ater dt 1 ] §5 


at 


ss 
oars ‘|: PLAGE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institutions Residence before odminion OL 
oe 4 ) 2 COUN a rroll MARYLAND * Maryland >» COUNNWashington Conity 
r) rs b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
: RURAL ond give nearest tawn) ie. / 
32 sykes ville one year) Fdays|| Hagerstown ae Vv 
r 4 ¢. seek oe {If nat in hospital, give street address) d. STREET ADDRESS Ceeee ree 
x fe eS 

eS as gttied State Hospital. 225 Winter Street. ves [] Nox] 

= 

6 & oe = First Middle lost 4. DATE Month Do) Yeor 

. DECEASED Alvia Reichard Sam C77 ID 2 58 

: ‘V5. SEX 6. COLOR OR RACE | 7. MARRIEDIC] NEVER MARRIED [7] | 8. DATE OF BIRTH 9 terete IF UNDER } YEAR| IF UNDER 24 HRS. 

te ta 
Male White widowep [] —_—bivorcep [1] 10=l= 80 us Ni 


Wo. USUAL OCCUPATION (¢ kind of work done! 106. KIND OF /t4p OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CHIZEN OF WHAT COUNTRY? 


during most af workin, n if retired) 
ETI 7 Germany U.SeAe 
13. FATHER'S NAME ah = 14. MOTHER'S MAIDEN NAME 


Theodore Sed Unknown 
18. WAS DECEASEDEVER (NU. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, na. or unknown) 7 9 ) (If yes, give wer oF doles of service} 
18. CAUSE OF DEATH (Enter ‘only ane couse per line for (a), (b). ond (©).] INTERVAL BETWEEN 


ONSET AND DEATH 


TART I DEAT MEDIATE cause fo) Arterdosclerotie: Heart Disease. 
Z : DUE TO 


Canditions, if ony, which ») Generalized Arteriosclerosis 


gove rise to immediote 


Then pleose remove corbon popers. 


the registrar prior to burial, cremotion, or removal, and in ony event within 72 hours ofter deoth. 


cave (a}, staling the under ( PVE TO 
lying couse lost. () 
Part de, Brain’ yn CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
Oh ir ‘OMS Pipe ky arteriosclerosis and circulatory VEL) NOT 
Kits psy ONO Ge 


te has been signed by the ottending physicion and completely filled in by 


200. a WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


letached for use os the buriol-tronsit permit. 


3 20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED —20e. PLACE OF INJURY |Home, form, | 20f. (City or town) {County) (Stote) 
& ror e ate White Neila foctory, street, office bldg.. etc.) | 
= pom. 19 Jor work (} of work [J i 
He 2.1 corti ti attended the deceos: M9228 to- N-2) . eee 1998. sthat | lost sow the deceosed 
ae olive on. 25= i | gh ee and thot deoth occurred ot 9935_ Pm, from the couses ond on the dote siated above. 
= © ADDRESS (Street, city or town, stole) DATE SIGNED 
4 AL 
: sot Lgenlie Lil Caz foer uo, Singfield:StateoHospital, 11-26-58 
tag Uf 
sazs  / | [mvsenws /aguatin del Campo MeB 
Pe i a a 
3 3 52 ‘22a. BURIAL, CREMATION, sD, DATE ¥J oe ME OF CEMETERY OR CREMATQRY 72d. LOCATION (City, town, gy’county) {Stote) 
3S REMOVAL (Specify) 7 lye ' y 
Ege dedi tc K LE-LCK tee « LIF ACA A l x9 fe ZLL 
' $ : 
VS AIS (4! 2; P, 
18M ys y ab [es 8" datbun Sf Foi esst 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 S nh 
: 11196 CERTIFICATE OF DEATH 11186 


Reg. Dist. No. 


ve 


~ cee —— J 
% 3 ; 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If iaftution: Residence before odmission 
Boal och 2. b, COUNTY 
* 38 \ Carroll eee Maryland Sxey fol TS, 
£4 3 i j] _b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 s } RURAL ond give nearest town) Ao A ‘ 
2 52 ykesville 1m 14 days Baltimore (22) Md. ay ie v 
s < d. NAME OF HOSPITAL {If not in haspitol, give street address) od, STREET ADDRESS . 18 RESIDENCE 
° = a ‘OR INSTITUTION ON A FARM? 
g 49 : |_Springfield State Hospita 6743 Woodley Ra ves] NOK) 
2 ) 3. NAME OF First Middle lost - DATE Month Doy Yeor 
x - ‘ 
ery aiyeeserrece) Leonard Smith Richardson DeaTH 10 19 168 
= iy 5. SEX 6. COLOR OR RACE | 7. MARRIED [K] NEVER MARRIED [] | 8. DATE OF BIRTH 9, AGE {In yeors [IFUNDER 1 YEAR| IF UNDER 24 HRS. 
is ad Jas! birthday) Hourst| Nia 
Re 3 M W wipowep []} Divorced [] 8 = 21 -71 87 yn ES 
2 ge 10s. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 ge during most af warking life, even if retired 2 
eo hers m yorker SJEEL AAFC Ohio BySid, 
3 8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ot 
» oo 
3 ee ames Richardson Helen Everson 

18. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
{Yes 90, of unknown) UF yer, give wor or dates of service) 4 OM°l= 
I n0 —_— amin Hospital Records 

g 1B, CAUSE OF DEATH [Enter only one cause per line for {a}, (b), and (c).] ‘3 INTERVAL BETWEEN. 

a PART |. DEATH WAS CAUSED BY: gol Sal Cy 

§ (on oj MMEDIATE CAUSE (ol__Arterioselerotic cardiovascular disease ears 

= H-Ka&.! DUE TO 

Conditions, if ony, which ra 


gove rise to immediote 
couse (0), stoting the yader- 
lying couse lost, {c) 


DUE TO 


TOR: After this certificate has been signed by the attending physician and campletely filled in by 


8 ofr 
= 3 
Hy = 
= z 
e 
£ c 
= 2 
o ° 
£ fas 
3 BES 
3 as 
f5 ce 
28865" Fs Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
22253 © 12} C-B.S. assoc. with cerebral arteriosclerosis with senility Yeo) Now 
7 uv 

Eo $5 © 200. ACCIDENT WAS UNDERLYING L]__| 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | ar Port 1 of item 1B.) 
2s iS & | OR CONTRIBUTING L] CAUSE OF DEATH 
<page 1G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Vtees & [20 TIME OF INJURY “Month, Day, Yeor [70d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County {State 
“4 ) 
5° 5 Hour 9. m. While Not while factary, street, office bldg., etc.) ? 
zoEek ¥ a 19 lat work [1] at work CJ i 

eee ap 
2 z 3 21. 1 certify that | attended the deceased from.______ 9-5 =, 19.58, to____ 10 _=.19=, 19. 58.,that | last saw the deceased 
os 33 _--f\% Jb) ae and that death accurred at.1300__AM, fram the causes and an the date stated abave. 
E 263 a ADDRESS (Street, city or town, stole) DATE SIGNED 
<5 P ACTUAL ‘ Vig LY 
oc SIGNATUR he o...Springfield State Hospital 10-19-58 
oiaes 6 
Zou 3% PHYSICIAN'S 
ee<ece NAME (Type), dim oO Se ee 8 
2 2° ° Tio, BURIAL, “CREMATION, Tb DATE THE Dic. NAME OF CEMETERY OR-CREMATC Tad. ote (City, fawn, ar county) {Stote) 

5.8° ify} me 

pe a ia gE iy: Voto TUBER VILLE - Lo 
- oF m4 es iy oe \ 0. ats; DBYREGISTRAR | 2db. REGISTRAR'S, ear’ 

YS AIS (4) Vd, ee y ae f- ee: CCG y pare Po" ey Gs pea ve 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11197 CERTIFICATE OF DEATH 


cl 


sé 
He "PLACE OF DEATH 2 USUAL RESIDENCE (Where dececsed lived. If isitutions 
> = o b. COUNTY 
ae Carroll papa ryLend I , 
Bes loa = (If outside corporate i ite | ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) i, 
+ ) 
ete } « LO m 3d Baltimore /4 v i 
& : d. NAME OF tg {if not in has I. give street address) d. STREET ADDRESS. @. IS RESIDENCE 
OR tNSTITU 4 by = ON A FARM? 
= Springfield State Hospital 700 Harford Road ves C] NO BD 
z 
3. NAME OF Fi I 4. DATE 
= DECEASED i Race tow BA Month cs Yeor 
3 (Type or print) Anna Margaret Robinson DEATH October 1998 
ge 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 af PF UNOER 24 HRS. 
cat 5 fos} ee Months| Days | Hours] Min. 
< Female White wieoweo fy) ovorcto] | February 6, 1873 yn. 
ge Wo, USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or ahs —_ 12. CITIZEN OF WHAT U7. 
gé ‘ during mit of working fie, even if retired) 
ny Jougew: Germany Ursa C4: 
i s i ] 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
se Unknown Unknown 
é 5’ DECEASED EVER IN U. $. ARMED FORCES? bes SECURITY NO. |17, INFORMANT Address 
e Sreer) Ayu gn wor dtl tc 
3 fb, “prt Springfield State Hospital Record 


1B. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond, (c).] 


PART |. DEATH WAS CAUSEO BY: 7 4 ~ 
IMMEDIATE CAUSE (0! fe 7 OQ VA / 
Li6X DuETO Cf At wi fed 
Conditions, if any, which 
gave rite ta immediate DUE be e 3 
cause (0), stoting the under 
tying couse tort. 2 Ba als rae Ey, Dratat- 


INTERVAL BETWEEN 
ONS#f AND OEATH 


Clee 


Then 


icate hos been signed by the ottending physicion ond campletely filled in by 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


2 
2 
a 
Rg 
£ 
< 
= 
r= 
2 
Ff 
se 
ae 
aero 
Scae 
ig 5 z ra a OTHER SIGNIFICANT nee CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]|49. WAS AUTOPSY 
ae Ses Oa /Kra PERFORMED? 
Pe aeae 4 5 ern gree) orein syndrome associated with cir ylatory disturbance, with Ys @ Noo 
a5.2 419 With psy : 
ee © 1700. nebre. Was UNCERING 206. DESCRIBE HOW INJURY OCCURRED. (Enter aaa of injury in Part | or Part Il of item 1B.) 
ore 25 Ber Otten Mure mle ESnReN 
c = uu 
See? 
56S & |20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 1201. (City or town) (Count, (State 
sos y y) i] 
5.285 a Haur 0. m. While Not while factary, street, affice bldg... ah 
3 2 = £ = p.m. 1 Jat work [J] at work FJ 
= os 
eee. 21. | certify that | attended the deceased from___ July ly, 19 57, to. Octoker7y_.. 19.58 that | last saw the deceased 
fa ; 
e sf 3 5 alive on__ October 7 igs os 19 ey and that death occurred at £230 Re, fram the causes and an the date stated abave. 
2 ; 
£632 ‘ ADDRESS (Stree!, city or town, sei DATE SIGNED 
cae? “Se ACTUAL fy iAor A. peti ‘Guriae 
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rae E | 200. ACCIDENT WAS UNDERLYING C)_]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Tar Port It of item 18.) 
ss E JOR CONTRIBUTING C] CAUSE OF DEATH] > > 
eee & | (UF EITHER, NOTIFY MEDICAL EXAMINER) | ) 
cea & [20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F. (City er town) (County) (State) 
a 6 Hour 0. m. Niiciie. a. Mikel foctory sea, office Bid. etc} | 
3 ‘ = pm. 19 lot work [] ot work [] 
- Ba 21. I certify that | attended the deceased from.___Jyne@_______-. 1943.., ta ~7e-I0 iS ee , 1V2__ that | last saw the deceased 
3 
eas alive o_o Be 12_ 58... and that death occurred at 274M, from the causes and an the date stated abave. 
=O5 \ % ADDRESS (Streel, city ar town, stote} DATE SIGNED 
4 ACTUAL 
st] SIGNATUR' boi Hampabeneh, Wie... 58. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death, Page 4 
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BEo 7a BURIAL, CREMATION, | 226, DATE py po NAME OF CEMETERY ORJEREMATORY 2d. LOCATION (City, town, or county) 
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2 24a. REC'D BY REGISTRAR | 24d. REGISTRARS SIGNATURE 


VS A15 (4) 
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11202 CERTIFICATE OF DEATH 


= Reg. Dist. No. 
£F 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceaved lived. If institution: Residence before admission 
Bp oan °. a NPP aw °. b. COUNTY 
aoa) DER LL. ia YVAKYLP WD CARROLL. 
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b. CITY OR TOWN (If outside corporote timits, write | c. LENGTH OF STAY IN 1b 


K ‘ond give neores! town’ 
ey RURAL ond gi ae RA Ss EARS 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


(WNIOY BRIDGE 


F me is 
Cype orn E_EMZABETH STONESIFER | OCT 20 ws 


5. SEX 6. COLOR OR RACE |7. sARRIED [-] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
—_ Ww = lost birthdoy) | Months Doys penal Win: 
— ‘ad WIDOWED fz pvorceo 1 | /- (S67 Gf ws. 


y) 

= d. ets ots eae {If not in hospitol, give street oddress) | } d. STREET ADDRESS 4 Yad: 
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ficate be executed within 24 hours after death. Page 4 


100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
4 I during most of working life, even if retired) 2 . 
bos i 4 Es OWA MHtMe Ss A 
& 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
6 Rp NM ‘a Sh 
JoHW BRown _. 104. VANE. WM 

= 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 77. 
£ (Yes 00, oF unknown) Ut yes, give wor or dates of service) " . 
D = 3 

8 WO OL VPAAWL STOWE SIFE RR ~YUN1EW ALGE 
18. CAUSE OF DEATH [Enier only one couse per line for fal, (blond (c)-] SEK A ES moa / INTERVAL BETWEEN. 


¥ ONSET_AND DEATH 


PART I, DEATH WAS CAUSED BY: A\)A 
IMMEDIATE CAUSE (o)”_\ WAX ALA. g BS Sis Dave: 


DUE TO 


ns, if ony, which rs 
gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. a) 


Ml, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING\TO DEATH BUT NOT RELATED\TO THE NAL DISEASE CONDIHON GIVEN IN PART I(o)}] 
< y O 
an ACA a 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o. m. While Notishile: factory, street, office bldg., etc.) ! 
Pom. 19 lot work [] ot work (] 7 


2.t peg 2 that/1 attended the deceased YOY Me Ee TS LOLS Q2D., 19. FFE. that | last saw the deceased 


alive an sh 2s aes Palle _«.M, fram the causes and an the date stated abave. 
ADORE! Pystreet, city of town, stote) VATE SIGNED 


ia 


g physician. 


! or attendin: 
MEDICAL CERTIFICATION 


Ha! 


R: After this certificate hos been signed by the attending physician and completely filled in by th: 


he hospi 
tached for use as the buriol-transit permit. Then please remave carbon papers. 


the registrar prior ta burial, cremotian, or removal, and in any event wi 
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R: After 
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may be retaine 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certi 
TO FUNERAL DIR 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 11195 
CERTIFICATE OF DEATH Cee ine , 


a PLAGE OF DEATH/ OF rate] 7 YY 2 USUAL RESIDENGEAWherefeceosed lived. If institution ape before odagtision) 
b. COUNTY 4 JU 


Borate limits, wpite RUR ny “5 neares own) / 


df 9 7 


pths Ass 
3. NAME. oe HOSPITAL {If nat in haspital, give street address) ) d, STREET ADDRESS @. 15 RESIDENCE 
OR INSTITUTION d ON A FARM? 
yes [] No 
NAMES {)\ a. pate 
NAMES Ze Rey Mpa Day Yer 
(Type or print) we y, kn rs Beata a 1905 
5. SEX a 42 ok 7 owed aa MARRIED FA.|e. OATE or eiRr, 9. AGE (In years [IF UNDER T YEAR] IF UNDER 24 HRS. 
ie lost birthday) FMon 5 Min, 
widowed [] bivorceo [] lh a Saar, yes Pt 


1c. US[AL OCEUPATION (Give £f af work done| 10b, KIND OF BUSINESS OR INDUSTRY 4) te or foptign copntry) 2. CITIZgN OF WYRAL-COUNTRY? 
du ss moft of need life, even if retired) VEL, 3 ‘3 Ay 
Wied ($74 7 a 


au. DECEAS| Sere aha SOCIAL SECURITY NO. fee aly de (iia Ves ota 4g 
(fer: no, of onknown) dates of service} H, Big 
Ae hilGy Vi rialh “4 


brat mod BETWEEN. 


18, CAUSE OF DEATH [Enter only one couse per fine for (a), (ond (cl ] 
PART I, DEATH WAS CAUSED BY: a ee) 2o 
7 y IMMEDIATE CAUSE (a 
vt DUE TO 
Conditions, if any, which a 


gave rite to immediate 
cote (a), stoting the under: ( CUETO 
lying couse lost. 


Pact I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. me S AUTOPSY 


MED? 
i Oo NO fJ 

200. ACCIDENT WAS $ UNDERLYING. O__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER} 

20c. TIME OF INJURY Month, oy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, farm, | 20F. (City oF towa) {County) (State) 

Hour 9. m. While Net mie foctary, street, affice bldg., etc.) 
p.m. fat wark [J at work Hi 


21. 0 certify that a the deceased from._CiA4 Tia ae ‘3 AD _..that | last saw the deceased 
alive on__ w S ae 2 y, id thot leath accurred at, Ly. 36 8. a from the causes and on the date stated above, 


ESS Gteeet, citya flown, stote) DATE SIGNED 
ACTUAL 
SIGNATUR LAL 4: Mo. Ag. Cart A iL ee es ee y fl eed tae cole 


PHYSICIAN'S 
DR eee ee a a a ee EE OE AOE ee Ne 


aeons PERE AD. 
EDEL ook mere a 


MEDICAL CERTIFICATION 


Be pee 


asa 1 


HEALTH—BALTIMORE, 18 
IFICATE OF DEATH 11196 


FOR STATE | Lat EXAD Se 7 Lae SR CneGas ee 

HEALTH sii lt PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insfitution: Residence before odmistion) 
k 0. COUNTY ; : 

g ee \ Carroll _manviano || ° STATE Maryland b. COUNTY Anne Arundel _ 
ane B. CITY OR TOWN (ouside corporate nin wine RURAL |e, LENGTH OF STAYIN Ib |]. CITY OR TOWN [if outside corporate limits, write RURAL ond give neores! town 

= ws, ¢ v 
fs “Sykesville 2yrs e8mos Sdays: Lbs Vago! Severn  gaeaane 
$s 2 “ d, NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address} d. STREET ADDRESS: e i aesiDeNCE 
sage. / Springfield State Hospitel _ a ee oe ee ves] NOX 
35% % 3. NAME OF Firs “Middle Te) 4 DATE : ~ Manth $ oan Set 
Digit (Type or print) Jeannette Griffith Taylor beamh = October 19, S19 58 
So” 5. SEX $. COLOR OR RACE |7. MARRIED [J NEVER MARRIED Oe. pate oF eirts 9. AGE (in yeo | F UNDER VY 23 IF UNDER 24 HRS. 
=° > Lt ig! ha Months} Days | Hours | Min. 

oe Female White wivoweD fJ —_oivorceo [1] May 20, 1879 We ee 4 

a 100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) N2. CITIZEN OF WHAT COUNTRY? 

ag ing most of working lite, even if retired} 

Ne I ousewife - Maryland U.S.A. ¥ 

4 of 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ee Columbus Griffith Emily 

2 § 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, 117. INFORMANT ‘a .. 

ot {Yer no, eF unknown) | UE yes, give wor or dotes of service) 

3 No i ___-_.._.|_ Springfield Hospital Records. ——— 

25 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b}, ond (c}.] INTErvaG attwity 

es PART t, DEATH WAS CAUSED 8Y: 

22 immeoiate cause (o) Asphyxiation due to cause other than trauma tes 
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fwd of DUE To 


BS ) iF any. which e) 
go gove rite to immediote couse i 
a (0}, stating the underlying( PUE TO 

& cause fost. {e. 
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REFORMED? 
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PART, JI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART mi ie) AUIORsY 


‘Pulmonary tuberculosis. 


206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injusy in Port tor Part 11 of item 18.) 


Patient choked on a piece of cake, 


TOR: Poge 3 should be wsed as a buriol-tronsit permit. File pages 1 and 2 with the S! 
or its designated agent. priar to burial, cremation, or removal, and in any event within 72 hours after death. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
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uses [_]. Accident [9 Suicide (0 Homicide (2. Undetermined manner oO 


20d. INJURY OCCURRED 


While Not while 
ot work (] otf work 


We PLACE OF INJURY (Home, fir Pe {City or town) {County} ~ [State) 
factory, street, aay bhdg., ete, 
e Md. 


Sp 


CHIEF MEDICAL EXAMINER [) as tg 


ASSISTANT MEDICAL EXAMINER Oo 


DEPUTY MEDICAL EXAMINER DM : : A 10/19/58 


M.D. 


“(Stote) 


tp E 
o 
« 0 
oa é jinye utional psychotic reaction. 
os 4 ; 
eg = | 200. EXTEMAL CAUSE WAS 
ed PRIMARY 89 of CONTRIBUTING CI 
== 5 CAUSE OF DEATH. 
=. 
2 2 5 ‘20c. TIME OF INJURY. Month, Doy, Year 
=u vats Hour 
secs O68) uit ex Oct 19-1958 
£ 
4 
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= a SIGNATU 
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23 ——— 
S joe ib. DATE THEREOF 
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canQCT 2 3 '58 Cthun £ Faas 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 J 1197 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH ar teriay 


; race OF Beak 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. WUNTY E ; 
Cre Ro oe maaviann || ° STATE Maryland b.cOUNTY Carroll 
b. CITY OR TOWN (tt oviide corpozate limits, wite RURAL-——~ | c, LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporale limits, write RURAL ond give nearest lown) 


ond give oe town) 


NK tayrl_— Cty, Aeveserg biter ve a, Rural - Westminster r 
d. NAME OF Boeke OR INSTITUTION {If not in hospital, give street address) yd STREET ADDRESS: e. tS RESIDENCE 


Westminster, Md, R. D, 2 Vaanioaasd Md, R. D. 2 vse N00 
3. NAME OF Goldia ren Belle Middle Wag: Mani v1 ii ae 
DECEASED 
Greorein §=oor Die Bei kx Athy Cer 
5. SEX F COLOR OR RACE }7- MARRIED (F} NEVER MARRIED [}| B. DATE OF BIRTH 9. AGE im yen [IFUNDER TYEAR] IF UNDER 24 HPS. 


Female White wioowep EJ oworcto] | Julyagzi, 1892 22ers ae le 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [1 BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most af working file, even if retired) 


Housewife—Housework Her own home Carroll Coe, Md. UeSehe 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME ; 
Elias G, Shipley Virginia Pickett 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANTS (77a tx Address 
Bes, 90, #7 vnknown) (It yes, give wor or dates of service} 5 
| None Paul W. Wagner, Westminster, Md, R. D. 2 _ 
18. CAUSE OF DEATH [Enter only one cause per line for (a}, (b}. and (c). ] z INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ¢ q oa) Li Segway 
IMMEDIATE CAUSE (0) cts: - AAC het becca 
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. File pages 1 and 2 with the State Bod 
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Hour o.m. While Not while factory, street, office bidg., etc. 
at work [7] ot work 
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(Yer. 10. oF Yyhnown) _ et Ae give Far of dotes of service) 
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ONSET 


RS 


XN 


| ]18. CAUSE OF DEATH [Enter anly one couse per line for (a). (6). ond cy) 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {0 


33 0x DUE To 


Then please remave carbon papers. 


-transit permit. 


Conditions, if any, which ne 

gove rise to immediote 

couse (0), stoting the under: ( DUE TO 
lying couse lost. te 


After this certificate has been signed by the attending physician ond completely filled in by 


‘OR: 


‘3 Pant Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BU RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}]|19. Was AUTOPSY 
e 
a) Ss yes] No 
3 = [200. ACCIDENT WAS UNDERLYING (]__ ] 200. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port Il of item 1B) 
2¢ [OR CONTRIBUTING C) CAUSE OF DEATH 
z£ & [UE EITHER, NOTIFY MEDICAL EXAMINER) 
6 & 2%. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, ce he (City or twa) (County) (Stole) 
g fay Hour 0. m. While Not while factory, street, office bldg., 
2 = p.m. 19 lot work [7] ot a 
5 ‘av, 
= 2.1 toe + that_} attended ‘2. deceased framaeAn dk “DO, 19.bB, to. & io, %.,that | last saw the deceased 
o 
23 olive oOo te Blog ee and thot death accurred at 7_J-\.o.M, fram the causes ond on the date stated above. 
ry 
am) 


(Street, city or town, stote) DaTE [Ws ree 
SGWATUR O°. 1 


| [ramen TW, EES EESE WiIIKE) oe ee ae tht 


[220. BURIAL, CREMATION, | 22. DATE THEREOF _ | 7c. NAME OF CEMETERY OR CRED a Tic. NAME OF CEMETERY OR CREMATORY com RRSCATION se oy ‘oF county (Stor 
MOVAL (Specify) f >) 
LAAN, Le 

a ER, Beco 5 $10 mae ADDRESS ‘Qo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

SAS (4) ve ¢ | pare OCT 8 08 Crh § Faint, 


the registrar prior ta burial. crematian, or remavol. and in ony event within 72 hours of 


may be retained by the hospital or attending physician. 
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=< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs ofter death: Poge 4 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours after death, Poge 4 


funeral director, 
id be filed with 
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mn popers. Poges i and 
th. 
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bey 


Then please remove 


‘OR: After this certificate hos been signed by the ottending physicion ond completely filled in by 


detached for use os the buriol-tronsit permi 
the registrar prior to burial, cremotion, or removal, ond in ony event within 72 hou 


may be retoined by the hospitol ar ottending physicion. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11206 CERTIFICATE OF DEATH 41199 


Reg. Dist. 


1, PLACE me cto 2. USUAL RESIDENCE (Where deceased lived. 
@. COUN’ dantinee a. STATE b. 
BPO MALY i730. 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib. ¢. CITY OR TOWN (If outside corporote timits, write RURAL ond give nearest town) 
RURAL ond give neorest lown) rs ; 
ke a Ox, 2. By 28 Hagerstown £9 A Vv 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
|_Springfield State Hospital = ves] NOR] 
3. pees é Firs! Middle Lost 4 ond Month Day Yeor 
Wes Alg i) He Newton Wishard DeaTH ~~ October 2. 19_ 58 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED oOo 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 
lost birthday) [Months] Doys | Hours Min. 
Male White wivoweo ]tvorctoO | wnknown a5. 
100. USUAL OCCUPATION (Give kind of work m KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
nhore = ee 8,4. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
osenh shard R é a Holbre 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
(Yes, ne, of unknewnl, IF yes, give wor of dates of service} 
= - = Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (¢).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


a ’ DUE TO. 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ns, if ony, which ) 


couse (0), stoting the DUE TO 
lying couse lost. /> 7 i 


3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Re 
5 Séhisophrenic reaction, paranoid type. tuberculosis, far vs nol] 
& 20a. ACCIDENT WAS UNDERLYING [3 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
| OR CONTRIBUTING [) CAUSE OF DEATH 
& [UF EITHER, NOTIFY MEDICAL EXAMINER) 
oO 20c. TIME OF INJURY Month, Doy, Yeor { 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. (City of town) (County) (Stote) 
3 Hour a.m. While Not while foctory, street, office bldg., etc.) | 
3 p.m 19 lat work [J] of work (J t 
21. | certity that | attended the deceased from. 10/20/54, 19...__, to.._.10/24/58 __, 19.___..that | last saw the deceased 
alive an___. , and that death accurred at3210_ pM, fram the causes and an the date stated above. 
ADDRESS (Street, city os town, stote) DATE SIGNED 


es __Springfield State. Hospital 10/24/58 


PHYSICIAN'S 


NAME (Type)__Julian Radzykewy M,D 


io. rev ‘ae Mb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City. town. or county) (Stote) 
a. Octe 28,1954 Green Hill Cemete: Waynesboro Penna 


ADDRESS ‘2da. REF ty hy Te 7 58 ‘2b. REGISTRARS SIGNATURE 


Ct Waynesboro, Penna. DATE : Ciba $, Forataa, 


